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EDITORIAL 
EXPERIMENTAL HYPERTENSION 


There are 3 major types of experimental hypertension 
in animals; when their clinical features and their re- 
sponse to treatment are compared with essential hyper- 
tension in man a fundamental relationship is apparent. 
The different forms of experimental hypertension show 
more similarities than differences. This is especially 
so when the hypertension has been prolonged; the 
original procedures for establishing the condition may 
have been very different but ultimately the hypertension 
becomes self-perpetuating. The hypertensive animals 
then become increasingly comparable with one another 
and with the condition in man. 


Neurogenic hypertension can be produced by dividing 
the nerves of the aortic and carotid sinuses on both 
sides. Renal hypertension is produced by constriction of 
one or both renal arteries or encapsulation of one or 
both kidneys so as to induce a perinephritis. Corticoid 
hypertension follows the administration of large doses 
of certain adrenocortical hormones or stimulation of 
the adrenal cortex with pituitary extracts. 

In all 3 types of experimental hypertension the heart 
becomes enlarged, although in different degrees. In 
renal and corticoid hypertension renal impairment may 
vary from slight insufficiency to-severe. Arterioles show 
changes throughout the animal in these types of hyper- 
tension, most prominently in the kidneys but also in 
the brain and retina. 

Removal of the adrenal glands prevents renal hyper- 
tension or restores the established condition to normal. 
When adrenalectomy is performed in patients with 
essential hypertension the blood pressure is reduced to 
normal or the progress of the disease is interrupted 
but at least 40°, do not appear to benefit from the 
procedure. Following the studies on experimental 
tenal hypertension resection of a unilaterally diseased 
kidney has been found to produce apparent cure in 
some patients but in the great majority improvement 

not occur; this may be due to the development 
of arteriolar lesions in the opposite kidney. A _ uni- 
laterally diseased kidney in a hypertensive patient 


VAN DIE REDAKSIE 
EKSPERIMENTELE HIPERTENSIE 


Eksperimenteel kan 3 hooftipes hipertensie in diere 
teweeggebring word; as die kliniese kenmerke en die 
reaksie op behandeling met essensiéle hipertensie in die 
mens vergelyk word, kan die fundamentele verwantskap 
duidelik besef word. Die verskillende vorms van eksperi- 
mentele hipertensie toon ‘n groter ooreenkoms as verskil. 
Dit is veral die geval met langdurige hipertensie; die 
faktore, wat vir die ontstaan van die kondisie verant- 
woordelik is, mag baie verskil maar uiteindelik is die 
hipertensie vir sy eie voortbestaan verantwoordelik, en 
diere met hipertensie kan dan hoe langer hoe meer met 
mekaar vergelyk en met die kondisie in die mens. 

Neurogeniese hipertensie kan veroorsaak word deur 
die senuwees aan weerskante van die aorta- en karotis- 
holtes te verdeel. Nierhipertensie word veroorsaak 
deur een of beide van die nierslagare toe te druk of 
deur die inkapsel van een of beide van die niere om 
sodoende ontsteking om die nier te bewerkstellig. 
Skorshipertensie volg op die toediening van groot 
dosisse van seker bynierskorshormone of op die prik- 
keling van die bynierskors deur harsingslymklierek- 
strakte. 

Die 3 tipes eksperimentele hipertensie vergroot 
almal die hart, alhoewel nie tot dieselfde mate nie. 
Nier- of skorshipertensie kan die nier Of lig Of ernstig 
aantas, en al die endslagare ondergaan veranderings 
veral dié in die niere maar ook dié in die brein en die 
oognetvlies. 

Verwydering van die byniere voorkom nierhipertensie 
of dit herstel die bestaande toestand tot normaal. 
Uitsnyding van die byniere van pasiénte met essensiéle 
hipertensie verlaag die bloeddruk of onderbreek die 
gang van die siekte maar minstens 40% van die pasiénte 
toon geen tekens van verbetering nie. Dit is bevind 
dat die uitsnyding van ‘n eensydig sieklike nier oén- 
skynlik sommige pasiénte genees maar by ver die 
grootste aantal pasiénte toon geen tekens van ver- 
betering nie; dit mag die gevolg wees van die ontwik- 
keling van endslagaarletsels in die ander nier. As net 
een nier van ’n hipertensie-pasiént sieklik is, moet dit 
nie verwyder word nie tensy daar ander aanduidings 
daarvoor is benewens die hoé bloeddruk. Sympathec- 


49 


ry 1955 
OS; riet. 
glukose, 
rimaltose 
van die 
aanneem | 
| — 
ings van 
Davel 
retorius 
ember). 
and 
. Cam- 
p. 163. 
O87 (18 
insiens 
or is en 
-wering 
or die 
lerdom 
aar dit 
corona 
om die 
on die 
impak, 
iuidlae 
g alge- 
terug- 
word. 
hierdie 
sodat 
eiding 
James 


50 


should not be removed unless there is some indication 
for it in addition to the hypertension. Sympathectomy 
is without effect ih experimental renal hypertension. 
In man the effects are very variable; the result in the 
individual patient is unpredictable. The longer the 
patients are followed up, the greater the percentage of 
bad results; this may be due to regeneration of the 
divided nerves, or to the effect of humoral pressor 
factors. 

The effect of restricting sodium in hypertension 
varies with the type and the stage of the disease. It 
has little effect in renal hypertention or in late corticoid 
hypertension. In the latter condition the mortality rate 
is however greatly reduced even though the blood 
pressure is not decreased. In human _ hypertensive 
patients neither restriction nor depletion of sodium 
produces any appreciable effect on the blood pressure, 
although some patients may improve symptomatically. 
In animals it has been found that in the early stages of 
renal and corticoid hypertension there is a great appetite 
for salt and its excretion is increased, whereas in the 
late stage the appetite for sodium and its elimination 
become decreased. Preliminary studies in man suggest 
that there may also be two stages in the disease com- 
parable with the findings in animals with renal or corti- 
coid hypertension. 

The pattern of salt metabolism shown by individual 
patients may have great prognostic value. By relatively 
easy methods, for example the reaction to salt loads, 
it may become possible to sort out patients for the 
various types of treatments. Fuller details on the 
subject of experimental hypertension will be found in 
the publications by Green referred to in this article. 
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tomie het in eksperimentele nierhipertensie geen uit. 
werking nie. In die mens verskil die uitwerking besonder 
baie en die gevolge kan nie vir enige individuele pasiént 
voorspel word nie. Hoe langer die verdere verloop van 
die pasiénte se toestand gevolg word hoe groter is die 
styging in die persentasie mislukte resultate; dit kan 
miskien aan die regenerasie van die verdeelde senuwees 
toegeskryf word of aan vogdrukfaktore. 

Die gevolge van natriumbeperking verskil na gelang 
die tipe en die stadium van hipertensie. In die geval 
van nierhipertensie of gevorderde skorshipertensie js 
die uitwerking gering. In laasgenoemde geval daal die 
sterftesyfer aansienlik alhoewel die bloeddruk nie laer 
word nie. In menslike hipertensie het die beperking 
of uitputting van natrium bykans geen uitwerking op 
die bloeddruk nie alhoewel ’n verbetering in die simp- 
tome van sommige pasiénte plaasvind. Gedurende 
die vroeé stadiums van nier- en skorshipertensie in diere 
ontstaan daar ’n groot drang na sout en sout-afskeiding 
neem toe maar in die latere stadiums verminder die 
drang na natrium en die eliminasie daarvan neem af. 
Voorlopige studies dui daarop dat daar by die mens 
ook twee stadiums van die siekte mag voorkom wat 
ooreenstem met die stadiums wat in diere met nier- en 
skorshipertensie gevind word. 

Die soutmetabolisme-beeld van individuele pasiénte 
hou moontlikhede van groot prognostiese betekenis in. 
Deur betreklik eenvoudige metodes, soos bv. die reaksie 
tot sout-inname, mag dit moontlik wees om pasiénte 
vir verskillende soort behandelings te keur. Volledige 
besonderhede oor eksperimentele hipertensie verskyn 
in die publikasies van Green waarna hieronder verwys 
word. 


VERWYSINGS 


Green, D. M. (1954): Amer. Practit., 5, 243. 
Idem. (1953): Ann. Intern. Med., 39, 333. 


URINARY INFECTIONS 


The achievement and maintenance of urinary - tract 
asepsis is one of the milestones in post-operative uro- 
logical treatment. The array of commercial antiseptics 
is perhaps the surest sign of the magnitude of this 
problem, and the fact that it is still largely unsolved. 
Hexamine, the old stand-by, is excluded from the latest 
British National Formulary on the grounds that its 
use is unscientific;' however, the advent of the broad- 
spectrum antibiotics has not provided a good all-round 
substitute for hexamine. 


Recent workers? have emphasized that success in 
attaining asepsis of the urinary tract depends on its 
anatomical normality, a fact that has long been known. 
The recurrence of a successfully treated infection should 
suggest the possibility of an abnormality, something 
often extremely difficult to establish. For this reason, 
and in view of the odds against the existence of an 
abnormality, the tract can always be presumed to be 
normal when commencing treatment. Another im- 
portant prognostic point is the presence or absence 


in the history of previous infection: a case suffering a 
recurrence is less likely. to respond than a first infection. 
A third point is the nature of the organism; coccal 
infections are easiest eliminated with sulphonamides 
and antibiotics, and with increasing difficulty the coli- 
form organisms, proteus, pyocyanea and paracolon 
infections. As yet there is no reliable antibiotic for 
eliminating proteus or pyocyanea. The British Medical 
Journal recently ' emphasized the importance of cost 
in the choice of the drug used; provided the organisms 
were sensitive the actual one used made little difference 
to the outcome of the infection. Therefore, the cheapest 
preparation to which the organisms are sensitive should 
always be used. 


In a study on the effect of an indwelling catheter on 
the bacteriology on the male urethra and bladder ?® 
the importance is stressed of its atraumatic as well as 
its aseptic insertion. Latex rubber catheters gave the 


best results, and metal ones the worst, from an aseptic 
point of view. The urethra is lined by a delicate membrane, 
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and the catheter should therefore be well lubricated, 
as well as sterile, and the procedure gently carried out. 
‘The cleaner you are the better, the gentler you are the 
best’ is a good urological motto, which applies to both 
sexes. 

In post-operative urological management combined 
therapy may be of greater value than a single drug. 
The cystitis and urethritis which usually follow pro- 
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statectomy, for example, and is due to the spread of 
B. coli, sometimes with secondary invaders present as 
well, responds better to penicillin and sulphonamide 
than to sulphonamide alone. 


1. Editorial = Brit. Med. J., “me 1153. 
2. Durham, M. 


., Shooter, R. A. and Curwen, M. P. (1954): 
Ibid., 2; 1008 
3 Shackman, R. ‘and Messent, D. (1954): Ibid., 2, 1009. 


HEALTH SERVICES IN SOUTH AFRICA 
THEIR DEFECTS AND A SUGGESTION FOR THEIR REFORM 


F. R. Luke, M.B., Cu.B. 


Member of National Health Services Commission, 


Before proceeding to the consideration of health services 
itis well to bear in mind what is the main factor in our 
health problem. In their evidence before the National 
Health Services Commission the representatives of the 
Medical Association laid down two conditions for its 
willing Co-operation in a Health Service. The first of 
these conditions was worded as follows: 

‘The mere provision of more doctoring for the community 
isno solution to the problem of meeting the health needs efficiently. 
Although more and better facilities for providing treatment are 
required, there is even greater need for cutting at the roots of ill- 
health and disease in the population by drastic reform in such 
fields as nutrition, physical education. rehabilitation and social 
security generally.” 

The Economic Factor. The Gluckman Commission 
found that the main causes of ill-health in the com- 
munity were poverty and ignorance. The abolition of 
poverty and ignorance depends upon an enlightened 
policy of free compulsory education for all, the removal 
of colour bars, with increased productivity by the sub- 
merged four-fifths of the Union’s inhabitants, coupled 
with the more efficient education in health matters 
which literacy and general education will permit. 

That the Commission’s conclusions were correct is 
vividly demonstrated by a comparison of the vital 
statistics for Europeans and non-Europeans in the 
latest available report of the Cape Town Medical 
Officer of Health (1951-1952): 


Non- 
Europeans Europeans 
Death rate 15 -04 
Infant mortality (0-1 year) per 1,000 
live births... 104 
Mortality, infants 1-2 years 32 39-0 
Tuberculosis mortality . 0-26 2-98 


It is interesting to note that whilst the infant mor- 
tality rate for non-European children in Cape Town is 
104-20 (in Langa 106-26 and in Windermere 243-87), 
that in Polela has been reduced by the Health Centre 
to 10-06. 

The mortality rate from diarrhoea and enteritis for 
non-Europeans is 25-1 times that for Europeans. 

Commenting upon the extraordinary difference be- 
tween the mortality rate in Europeans and non-Euro- 
peans, the M.O.H. of Cape Town makes this statement: 


‘The great contrast in the mortality from this disease is due 
mainly to the depressed social and economic conditions and gross 
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overcrowding of the non-Europeans. The lack of general hospital 
beds for this type of case has also materially been responsible for 
the high mortality rate amongst this group of the pupolation.’ 

But of course were it not for the depressed social 
and economic conditions the hospital beds would not be 
necessary in such large numbers. I venture to quote a 
comment which I made on the comparative value of 
approach to the problem from the socio-economic as 
opposed to the hospital angle in Health in our Time: 

‘A child is brought to the out-patient department of Groote 
Schuur Hospital, for example, suffering from the effects of povert 
and the ignorance of its parents. It is starved, or it is wrongly fe 
or it has been crowded in a hovel with numerous other people, 
or it is clothed in a few rags—or all of these. The child is taken 
into the children’s ward. It is nursed and cared for, properly fed 
and clothed, and housed in a ward at just the right temperature. 
It becomes healthy again and happy and then—it is shot back 
into the slums to repeat the process again and again until it happens 
Once too often and this child made in the image of God dies a 
victim of our social system. Would you say that such a health 
system is a waste of time and energy and money ?” 

What applies in the case of this child applies to 
thousands of other cases of diarrhoea, chest disease, 
tuberculosis etc. Prevention is better than cure and, if 
it were necessary to choose between the feeding, clothing 
and housing of the under-privileged masses and curative 
health services, we should achieve more saving of health 
and lives by the socio-economic approach for the same 
expenditure that we are making today on doctors, 
nurses, hospitals, clinics and the rest of our curative 
apparatus. But since we have neglected so long altering 
the economic picture by lessening the gap between 
skilled and unskilled wages we must in the meantime 
use every endeavour to bring the necessities of life— 
food, clothing, housing and education—within the reach 
of all sections by subsidies, sub-economic housing 
schemes and the like. 

We shall still need health services largely to deal 
with our socio-economic failures. In how far are they 
efficient, modern in outlook, co-ordinated and within 
the reach of all? 


HEALTH SERVICES AVAILABLE IN SOUTH AFRICA 


Private Practice. A comparatively small percentage of 
the people of South Africa are able to pay for a full 
range of medical, dental, hospital services and drugs 
out of their own unaided resources. As the value of 
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the £ has fallen, people find it more and more difficult 
to meet the rising cost of doctors, chemists and nursing 
homes. 

For a long time the poor relied very largely for general- 
practitioner services and almost entirely for specialist 
services upon the charity of the medical profession. 
This meant discriminatory charging so that the more 
wealthy paid higher fees to make up for the short- 
comings of the poor. To quote the Gluckman Com- 
mission’s report: ‘The result of the system is the es- 
tablishment of an ascending spiral. More and more 
people become unable to pay their bills and the less 
people there are who can pay their bills the higher 
become the charges against those who can. Hence the 
plight of the middle class about which we hear so much.” 

As far as the medical profession is concerned, the 
time has come when they will have to abandon the 
raising of fees to the few who can pay and obtain in- 
creasing payment from the State for their attendance 
on the majority of the population which is unable to 
pay. The voluntary system was competent to provide 
for the needs of the poor in the days when large masses 
of the population had not become accustomed to demand 
the resources of western medicine, when treatment was 
simpler and less expensive, and when competition to 
earn a living was less keen. The system was taken over 
from England, where conditions were entirely different. 
The attempt to meet the needs on a voluntary basis 
of the millions who have come to rely on modern 
treatment but are unable to pay for it was foredoomed 
to failure: it is rapidly breaking down. The Medical 
Association’s insistence on the retention of the volun- 
tary system under free hospitalization was unrealistic. 
Gradually the honorary staff is being supplemented by 
salaried personnel who will finally inevitably take their 
place. 

All honour to those who for these many years have 
given unstinting and willing service to the sick poor; 
the position has become an impossible one for them, 
especially from the point of view of out-patient treat- 
ment. The economic position of the medical profession 
if it is to depend for a living on fees extracted from a 
diminishing number of privileged people is more hazard- 
ous than they realize. 

In order to lessen the fear of being unexpectedly 
called upon to meet the crippling expense of a major 
illness, and realizing that whilst modern diagnosis and 
treatment are becoming more and more efficient they 
are also becoming more and more expensive, an ever- 
increasing number of people are joining the Medical 
Aid Societies. 

Medical Aid Societies. The first group of societies 
to organize such a method of insurance was the great 
commercial banks. Their example was followed by 
other groups of people employed in the same service 
or trade until now there are some 120 such Medical Aid 
Societies recognized by the Medical Association. If the 
Medical Association recognizes their regulations as 
sound (one of the conditions being a free choice of 
doctor) the members are allowed a reduction of fees 
of 15-20-40°% below the customary fees, in return for 
which the Society guarantees the fees and pays a varying 
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proportion up to 75% according to the length of time 
the member has subscribed. The Medical Aid Societies 
have been a godsend to a large number of people who 
by the payment of a fixed monthly sum, varying with 
the size of their family, are insured against payment 
of the greater part of their medical and nursing expenses, 
Very few of the Societies, however, will meet pharma- 
ceutical expenses, and there is always a limit to the 
amount for which they will be responsible in any one 
year. 

Lately a Medical Aid Society has been formed which 
does not confine its membership to any specified group 
of people, but anyone can become eligible who can pass 
their medical examination. I refer to the National 
Medical Aid Society of South Africa. 

The Medical Aid Society system suffers, however, 
from certain disadvantages: 

1. Unless joining the Society is a compulsory con- 
dition of service in the business concern, the younger 
members, who may be expected to require less medical 
attention, are apt to hold aloof, feeling that membership 
will not be any great advantage to them, and that, if 
sickness does overtake them, they can on their merits 
take advantage of the facilities which the State offers. 

2. If younger members are compelled to join, they 
find that, in the event of a major misfortune, such as an 
operation, they are classified as paying patients, and as a 
considerable percentage must come out of their own 
pockets they are worse off than those who have not 
joined and can take advantage of State facilities. 

3. Few, if any, of these Societies meet the cost of 
drugs, and this may be the major item in the expense 
of an illness. Indeed some of our modern antibiotics 
and hormone drugs are so expensive as to render any 
illness demanding their use a crippling experience. 

Benefit Societies, Friendly Societies, etc. These have 
arisen in connection with certain trade unions and 
certain industries. They differ from the Medical Aid 
Societies in that they do not offer a free choice of doctor. 
The best of them, e.g. Railway Sick Fund, ISCOR Sick 
Fund and the like offer very great security in sickness 
to their members but most of them go no further than 
the supply of general-practitioner services, relying on 
the public hospitals or charitable undertakings for 
anything beyond that. 


PUBLIC SERVICES 


Hospitals. By the Act of Union ‘Hospitals and Charitable 
Institutions’ were made the responsibility of Provincial 
Administrations. This was interpreted as having refer- 
ence only to general hospitals. Hospitals which dealt 
with tuberculosis and infectious and venereal diseases 
remained by consent the responsibility of the Union 
Government or the local authority assisted by the 
Union Government. At the time of Union, hospitals 


were obviously regarded as in the same category as 
charitable institutions, though according to our modern 
conception they have gone far beyond this definition. 
Originally hospitals were the concern of local hospital 
boards but the Province has gradually taken more and 
more responsibility for them so that now they are 
wholly Provincial institutions. 
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In the early days hospitals were, in effect, charitable 
institutions. Before the rise of modern surgery the 
better-off members of the community had their ill- 
nesses at home and only the poor frequented institutions. 
Hospitals were erected very largely with money raised 
locally, supported and maintained by sums raised 
locally, and governed by local hospital boards. After 
Union the Provinces subsidized them by means of 
block grants, afterwards by subsidies based on charitable 
contributions and fees. Deficits were met by the Pro- 
vinces and loca! authorities. Gradually the charitable 
contributions diminished and the Provinces, providing 
as they did the major financial contribution, demanded 
an ever-increasing share in the control, until finally 
the hospital boards ceased to be autonomous bodies in 
all but name; they received the coup de grace by the 
Cape Ordinance 18 of 1946 and its fellows in other 
Provinces. Centralization became complete and hospital 
boards merely advisory bodies with control only of the 
spending of charitable funds. 

The status of the hospitals had entirely changed; they 
had become provincial institutions paid for out of the 
taxes. And taxpayers who felt ashamed to take ad- 
vantage of charitable free services saw no reason to 
hold back when their own taxes paid for the maintenance 
of those services. Natal was an exception because 
there the hospitals had always been Provincial institu- 
tions. 

Free Hospitalization. Free hospitalization as seen 
in the Cape Province is an example of a portion of 
health services made free out of context with the rest. 
When the late Government rejected the recommenda- 
tions of the Gluckman Commission, they assigned free 
hospital services as the duty of the Provinces and the 
other free services as the duty of the Union. The Pro- 
vinces have attempted to do their part but the Union 
Government failed to fulfil its side of the contract. 
Naturally the result is an unfair demand for hospital 
services Owing to the Union Government’s failure to 
catch the sick at an earlier stage. In the smaller hospitals 
on the platteland free hospitalization has made no 
appreciable difference in the hospital’s clientele, be- 
cause these hospitals have always catered for the whole 
community. But in the cities free hospitalization has 
involved a considerable degree of hardship to the sick 
poor, because people who are able to find and pay for 
accommodation are now coming into hospital and 
taking up beds which should be available for those 
who can find no other accommodation. There is also 
a great deal of hospital abuse by people who consult 
the specialist clinics of the larger hospitals. There is 
considerable regret felt that local interest and pride in 
hospitals is being lost owing to centralization and there 
is a feeling that a far greater degree of autonomy 
should devolve upon the local organization. 


District Surgeons. The care of the sick poor, i.e. 


those who were unable to pay for treatment and had 
no one willing and able to pay for them, was regarded 
at the time of Union as a part of pauper relief. 

District Surgeons were appointed by the Union 
Government to do a variety of odd jobs: 

(1) Attend police and prison employees and their families. 
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(2) Do the medico-legal work of the district. 

(3) Function as Medical Officer of Health where none had been 
appointed by the local authority. 

(4) Attend to those persons who had been certified by the 
Magistrate as being unable to pay for medical treatment and 
had no one willing and able to pay for them. 

For the most part the District Surgeons are part- 
time employees; they are very badly paid and the post 
is accepted because the salary acts as a subsidy in 
starting practice and, if not taken, someone else may be 
introduced into the area. A drug allowance is given in 
addition to the salary and certain expensive drugs are 
also provided separately. As is the case with so many 
part-time appointments, the job is apt to be done in a 
very perfunctory manner and attention is devoted to 
more lucrative activities. He need not attend any 
‘pauper’ unless sent to him by the Magistrate: Magis- 
trates’ views on ability to pay vary greatly. 

At any rate the part-time District Surgeon Service 
works out very badly as regards attendance on the sick 
poor. Once a patient is admitted to hospital, he falls 
under an honorary staff and in some areas 75°% of the 
operative hospital work is performed by the honorary 
staff (amongst whom is the District Surgeon) without 
any cost to anyone. 

Dispensaries and Out-Patient Departments. In the 
larger towns out-patient departments grew up at the 
hospitals and in some cases hospital boards sponsored 
dispensaries as well. These were supported by the 
charitable public assisted at first by block grants and 
afterwards by subsidies from the Provincial Administra- 
tions. As towns have expanded these facilities have 
become both too small and too inconveniently placed 
for the wide area covered by the town. The result has 
been very great hardship suffered by the ambulant sick 
in having to travel long distances and wait for long 
hours. The overcrowding of these limited facilities has 
made for hasty and slipshod work. The loss of working 
time involved in long journeys and long delays is in 
the aggregate enormous. 

The Provincial Administrations are responsible for 
the erection and maintenance of general hospitals. To 
many of these hospitals there were attached out-patient 
departments. When the ruling came from the Union 
Government that the Provinces were responsible for 
horizontal and the Union Government for vertical 
patients, it seemed as if the hospital itself would have 
to be partitioned between them. However, common- 
sense prevailed to this extent that the responsibility for 
attached O.P. departments remained with the Provinces 
whilst detached O.P. departments, clinics, dispensaries 
and the like fell to the lot of the Union Government. 
As specialist services are to be found at the hospitals it 
became the duty of the Provinces to provide these. 
The services expected of the Union Government were 
little enough, but it seems that even here, they en- 
deavoured to offload everything possible onto the 
out-patient departments of the hospitals. Where a 
large dispensary had been established for many years, 
as in Cape Town, they could not escape responsibility; 
the administration was given over, however, to the 
Provinces and every item of expenditure had to be 
approved by the Union Government. 
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Such a state of affairs is impossible. By setting up a 
good and convenient dispensary system many hospital 
beds can be saved, and it is only fair that one body 
should administer both out-patient and hospital facili- 
ules. 

Infectious Diseases. Where there have been effective 
local authorities the responsibility for the control of 
spread of infection in the community has been their 
responsibility, and not that of the Provincial Adminis- 
trations. 

Infectious diseases hospitals (including accommoda- 
tion for tuberculosis and venereal disease) were erected 
primarily as ‘lazaretti’, i.e. the object was to isolate the 
infected person so that he should not infect his fellows. 
But whilst he was in isolation he had to be cared for 
and it was not long before the primary object of such 
hospitals was to provide the most efficient treatment 
possible for its inmates. The cost increased accordingly 
and the Union Government's contribution by way of 
subsidy has steadily increased until it now amounts to 
some 874°. Soon the Union Government itself entered 
the field by erecting a hospital at Nelspoort for tuber- 
culosis and it has continued with this policy. Its sub- 
sidization of local authorities was extended in the case 
of tuberculosis, first to work in clinics, and now to 
domiciliary work, the object being to lessen the im- 
possible demand for hospital accommodation. 

Venereal diseases have been dealt with by the Union 
Government with very indifferent success. Prior to 
the new treatment with penicillin, the Government did 
not encourage its District Surgeon to carry matters 
to the point of cure. Indeed to have carried on injec- 
tions in all cases to this stage would have been a labour 
far exceeding the remuneration which the’ government 
allowed, and in any case very few patients would be 
found to stay the course. The work was therefore very 
badly done. In the towns where the local authority 
undertook it, the work was much better done. 

Leprosy. Until quite recently this was regarded as 
purely isolation to avoid infection. The horror with 
which leprosy was regarded seems extraordinary when 
compared with the light way in which tuberculosis was 
regarded. Lately there has been renewed hope for the 
leper and he has an incentive to submit himself to his 
exile. From the psychological point of view, it would 
be better if leprosy were classed with the rest of the 
infectious diseases. 

In the main towns where the local authority has 
erected fever hospitals there is no trouble. But none of 
the smaller authorities has an infectious diseases’ 
hospital. It is quite usual to admit typhus and enteric 
fever cases to cottage hospitals up-country. Typhus 
cases require delousing and enteric cases extra nursing 
care, and there is little or no risk of infection. But the 
Province is not responsible for infectious disease; 
payment is therefore demanded from the local authority 
from whose area the patient came. The Provincial 


Administration demands that there shall have been 
prior sanction given by it before the case is admitted. 
And so there is an impasse and a squabble and ill- 
feeling. 

Poliomyelitis. As long as the case remains infectious 
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it is the concern of the local authority subsidized by 
the Union Government. As soon as it becomes non- 
infectious it becomes the concern of the Provincial 
Administration. 

If all diseases fell under the same authority it would 
be very possible to have accommodation for infectious 
diseases attached to all cottage hospitals, with a con- 
sequent benefit to all concerned. This is done at the 
Pretoria General Hospital. Forty-five years ago chil- 
dren’s infectious diseases were being treated in the 
children’s block of the San Georg Krankenhaus at 
Hamburg. 

Tuberculosis in communicable form, i.e. open pul- 
monary tuberculosis, is the concern of the local authority 
subsidized by the Union Government: tuberculosis in 
non-communicable form in bone and joint tuberculosis 
is the concern of the Provincial Administration. But 
the problem of tuberculosis should be regarded as one 
single problem, wherever the tubercle bacilli may be 
found. We find one set of nurses under the supervision 
of doctors who are municipal employees attending the 
cases of pulmonary tuberculosis and another set of 
nurses supervised by doctors who are either provincial 
employees or voluntary workers for the Cripple Care 
Association caring for cases of bone-and-joint tubercu- 
losis. This situation is more involved than it appears 
and will be dealt with in connection with the ortho- 
paedic tangle. At Lovedale there are separate institu- 
tions side by side and under the same management; 
one is tor lung tuberculosis and is the responsibility 
of the Union Government, the other is for bone and 
joint tuberculosis and is the responsibility of the Pro- 
vince. 

Health Centres. The ideal of health centres is de- 
scribed by the Gluckman Commission but these health 
centres presupposed the existence of a National Health 
Service to which every citizen would be entitled as a 
right and which would cover the whole ground—pro- 
motive, preventive, curative and rehabilitative. Un- 
fortunately only the Provinces delivered the goods in 
providing free hospital and out-patient services. The 
initial health centres at Polela and Bushbuckridge have 
rendered wonderful service, but a variety of factors 
have militated against their further success, the apathy 
of successive governments, the opposition of the local 
medical profession to anything which would compete 
with private practice, the absence of a suitable type of 
medical practitioner for the kind of work. People like 
Dr. and Mrs. Kark of Polela are not met with every 
day. 

Orthopaedic Services. Were it not for private benevo- 
lence there would be very little done for cripples in 
South Africa. One may instance the Princess Alice 
Home of Recovery, the Lady. Michaelis Home, the 
Maitland Cottage Homes and St. Joseph’s Philippi at 
Cape Town, the Helen Bishop Home in Kimberley, 
Uplands at Pietermaritzburg and the Hope Training 
Home at Pretoria. 

A great impetus was given to Cripple Care when the 
National Council for the Care of Cripples was founded 
in 1939, to accept and administer the Nuffield bequest 
of £100,000, which the Government had refused. The 
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National Council has affiliated to it all the bodies 
throughout the country which are concerned with 
cripple care. 

There is supposed to be some differentiation between 
Orthopaedic Hospitals and after-care-homes. Thus 
Princess Alice and Lady Michaelis Homes are Pro- 
vincial hospitals whilst the Maitland Cottage Homes, 
$t. Joseph’s Philippi, the Helen Bishop Home, Uplands, 
and Hope Training Home, are run by various private 
bodies with subsidy from the Province concerned. 

It is the work of the National Council and its various 
affiliated associates (a) to seek out cripples and send 
them for treatment and (hb) to see to their after-care. 
The responsibility seems to vary in different areas; 
eg. in the Cape Peninsula clinics are carried on in 
premises provided by the Cape Town City Council and 
Cape Divisional Council. These are administered by 
the Province as detached out-patient departments with 
100°, subsidy from the Union Government, whilst at 
Worcester a similar arrangement was refused. Wor- 
cester Municipality undertook responsibility with 7/8 
subsidy from the Union Government, the Cape Cripple 
Care Association meeting the other 1/8 and paying 
£60 a year to the Municipality for the use of the clinic. 
At George the clinic is run at the Health Centre under 
the auspices of Cape Cripple Care Association. It is 
hoped that when authority is obtained the Union 
Government will meet the cost. 

Domiciliary treatment is now recognized for subsidy 
and the Cape Cripple Care has some 120 cases being 
treated on frames at home. 

The National Council for Cripple Care pays the 
salaries of Orthopaedic surgeons to visit their clinics. 

Appliances for treatment are provided by the Pro- 
vince, whilst appliances for rehabilitation are provided 
by the Union Government. If the appliance is only for 
the patient’s comfort and convenience no-one is re- 
sponsible. 

The need for co-ordination of all these services under 
one control is obvious, but in addition there is at present 
grave need for the following: 

1. Increased accommodation for 
children. 

2. Increased facilities (there are now practically 
none) for vocational training for non-Europeans. 

3. Provision for Coloured teachers for non-Euro- 
pean children; there is a tendency to offer non-European 
salaries even where there is only provision for European 
teachers. 

4. Accommodation for adult cripples of all races. 

5. In the Transvaal provision for cripple care is very 
greatly deficient. 

Traumatic cases are often very indifferently handled. 
One orthopaedic surgeon who gave evidence before the 
Gluckman Commission declared that we were ac- 
quiescing in ‘slipshod methods and haphazard work in 
hospitals with inadequate facilities’ and gave instances 
of unnecessary disablement and crippling. Where the 
best facilities are provided, e.g. at Groote Schuur 
Hospital, Workmen’s Compensation cases are debarred 
from availing themselves of them. 

Midwifery Services. Dr. Peter Allan in his evidence 


non-European 
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before the G'uckman Commission gave a very vivid 
description of the consequences of bad midwifery. 


The conduct of childbirth amongst raw Africans is 
something the cruelty and barbarity of which beggars 
description. The idea that the simple savage has her 
babies easily and without complication is completely 
false. Ruptured uteri are far from uncommon. 

Then comes the ouvrou whose skill and ideas of 
asepsis may be on the lowest level. Yet such is the 
scarcity of midwives that areas where it is possible to 
proclaim that only professional midwives may practice 
for gain are almost non-existent. 

The training required of a midwife in South Africa is 
far too sketchy and short, but on the whole they do 
good work, especially when a doctor is available to 
keep things on the right lines. 

Where medical aid is available its usefulness is too 
often marred by haste. Patience is difficult with a whole 
practice held up. Moreover a practitioner has to do 
many things which are inconsistent with aseptic tech- 
nique. 

There is room for a revolutionary change in the 
conduct of midwifery (see below). 

There is a sad shortage of midwifery hospitals. 


Pathological Services. There is a crying need for a 
unified pathological service. The government labora- 
tories deal with the ordinary routine examinations 
required by the public health authorities—throat swabs, 
Wassermann reaction, Widals, Weil Felix etc. They 
may even do a blood picture. But the more elaborate 
examinations, and particularly the sectioning and 
examination of tissue specimens, falls outside their 
scope except for Government departments. 

The paying patient is catered for by the private 
laboratory, the hospital patient in the larger towns 
either by a University laboratory, the S.A. Institute, 
a pathological laboratory supplied by the Provincial 
authorities, or a private laboratory functioning under 
contract with the Province. But for the non-paying 
patient outside there is no organized service at all. 
He can only be catered for if he goes to the hospital. 

The time has come when we must recognize two 
things: 

1. That a large hospital requires pathological 
services within the hospital itself, and 

2. That if we are to practice modern medicine 
amongst the less privileged population, then a series 
of pathological laboratories is obviously one of the 
necessities of the service. 

Radiological Services. There is equally a need for a 
reasonable radiological service for the poor. Here the 
scope of general practitioner and radiologist requires 
definition. At every cottage hospital in the country 
there should be a simple set with which the G.P. could 
confirm the diagnosis of fractures, or assist his estimate 
of the size and contours of a heart, or confirm the 
presence and extent of fluid in a chest, or define the 
position of a foreign body. The more elaborate X-ray 
procedures should be reserved for the larger hospital. 
It is not an economical proposition to put elaborate 
X-ray installations into every hospital. An attempt is 
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being made in the Transvaal to bring X-ray diagnosis 
within the reach of all. 

Therapeutic radiology should be reserved for Central 
Hospitals and perhaps not all of those. 

District Nursing Services. These in many areas are 
dependent upon contributions from local charitable 
organizations such as the A.C.V.V. Too often their 
services are Only available for Europeans and are thus 
denied to those who need them most. Even where 
there is an organized service, as in the Cape Peninsula, 
the nurses are too few and very badly accommodated. 
Here again we find divided control. The Provincial 
Administration administers but the financial responsi- 
bility devolves upon the Union Government. Anyone 
who has practised in a dorp knows that the value of a 
district nurse or even a midwife is beyond all reckoning. 

An endeavour, perhaps very inadequate, has been 
made to cover the ground of existing available health 
services. Not enough has been said of valuable, con- 
scientious and effective services of all kinds provided 
by a few of our larger local authorities and of the 
complete absence of any organized services at all in so 
many of them. It must be remembered, however, that 
a memorandum presented by Dr. T. Shadick Higgins 
to the National Health Services Commission showed 
that ‘74% of the Municipalities have a population 
(all races) of less than 5,000 and 85% less than 10,000. 
Most of them, then, are too small for the organization of 
satisfactory personal health services. Only 6 munici- 
palities have a population exceeding 100,000 and only 
14 exceeding 50,000’. Mention must further be made of 
the fact that in 3 provinces of South Africa there are no 
rural local authorities at all; the Cape has Divisional 
Councils so small in most cases that they can barely 
cope with the question of roads. 


SUGGESTED IMPROVEMENTS 


The desiderata for any new service are as follows: 

1. Jt should involve as little violent change from the 
accustomed routine as possible for everyone concerned. 
Those who have been accustomed to go to their private 
doctor should continue to do so: those who are accus- 
tomed to clinics, O.P.D. etc., should continue the same 
routine. What applies to the patient applies also to the 
medical and other personnel. 

2. It should be a unified and inclusive service. The 
second condition which the representatives of the 
Medical Association laid down for its willing co-opera- 
tion with a Health Service in the evidence which they 
gave before the Gluckman Commission was phrased 
as follows: ‘It is imperative that all health activities 
should be directed by a unified control. Without such 
unity of control it is impossible to plan for health on a 
large scale.” And they described our existing health 
services as a ‘crazy patchwork’. The point which they 
made is a very weighty one. We are apt to blame the 
Provinces for their failure to provide hospital beds for 
this or that purpose or this or that area. They are in 
fact spending vast sums of money on the provision of 
hospitals to deal mainly with the end-results of disease, 
when they are allowed no control whatever over the 
promotion of health or the prevention and early recog- 
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nition of disease, i.e. of those factors which would 
keep people out of hospital. Such a system is wasteful 
and frustrating, and where the earlier stages are as 
neglected as they are and have been in this country, 
it is a gigantic and never-ending task to deal with the 
results of such neglect. We shall not make this a healthy 
nation by building bigger and better and more luxurious 
hospitals. 

3. Overcentralization should be avoided. Most of 
us realize that the centralization of control in the hands 
of the provinces and the relegation of hospital boards 
to a role of almost insignificant importance has not 
been a success. The loss of local interest, local pride 
and local knowledge provides a marked contrast to the 
early days, when communities worked and planned for 
the provision of the amenities which they desired. We 
require a return to the policy of local autonomy. 

4. Local autonomy necessitates a reasonable size of 

area over which to exercise it. The English County 
Council system is an example of local autonomy over 
an area which is of sufficient size to be able to support 
a complete health service as a self-contained unit. The 
reason why public health services, apart from personal 
health services, are so deficient over a large part of our 
land is that either there are no local authorities or they 
are of so insignificant a size as to be valueless, both 
from the point of view of population and finance. 
There are municipalities which are unable to support 
even a qualified health inspector. 
_ That it is possible to unite a number of smaller local 
authorities into one unit for health purposes has been 
demonstrated for many years by the scheme of the 
Divisional Council of the Cape, which under the able 
guidance of Dr. J. P. de Villiers has been able to pursue 
enlightened and generous health policy to the great 
benefit of all its constituent parts. 

The ideal size of a health unit is about 500,000 in- 
habitants. 


The National Health Service Commission’s Suggested 
Health Service 


The National Health Service Commission, after an 
exhaustive investigation of our health services, which 
carried them all over the Union and gave an oppor- 
tunity for the ventilation of opinions to all sorts and 
conditions of people, drew up a very complete and 
reasoned report. The Commission recommended a 
comprehensive scheme for an all-embracing Health 
Service, promotive, preventive, curative and rehabilita- 
tive—medical, dental, nursing and mental—which the 
majority (of whom I was one) considered should be 
under Union Government control and the minority 
under Provincial control. 

The scheme was summarily rejected by the then 
Prime Minister, the late General Smuts, before it was 
published and before Parliament had discussed it. 
What was in the mind of the Prime Minister is obviously 
a matter for conjecture. One clue, however, he gave us. 
He described the scheme as Utopian. Utopia may be 
defined as a logically desirable state of affairs for which 
there is no practical means of achievement. In that 


sense it may be that the Gluckman Commission’s 
recommendations were Utopian. Three reasons may be 


lar 
initial 
contr 


15 Janu 
given fo 
to my 
to bring 
The 1 
which 1 
section: 
medica 
of whic 
any Pr 

ferred 

South 
the Pr 
even tl 
reassul 
withdr 

of the 
from 

grave 
Who : 

patier 
to ac 
gethe 

2. 
the T 

their 
servic 
recep 
inclu: 
hosp’ 

3. 

our 
beco 
the f 
| dem: 
to « 
heal 
wor! 
cour 

the 
in E 
of t 
far 
that 
affa 
T 
wot 
Go 
ove 
4 
|: 
aut 

be 


15 Januarie 1955 


given for this opinion, which I submit with full apologies 
to my colleagues who agonized so long and valiantly 
to bring forth a worthy health scheme. 

The recommendations involved: 


1. The setting up of a complete Health Service for 
which there was no pre-existing skeleton organization. 

2. A complete change of habits on the part of large 
sections of the population and also on the part of the 
medical and other personnel who were to staff it. 

3. Rescinding of Act 48 of 1934, the relevant section 
of which reads as follows: ‘Parliament shall not abolish 
any Provincial Council nor abridge the powers con- 
ferred on Provincial Councils under Section 85 (of the 
South Africa Act) except by Petition to Parliament by 
the Provincial Council concerned.” Act 48 of 1934, 
even though its repeal might be a simple matter, was a 
reassurance to the Province of Natal which cannot be 
withdrawn without a breach of good faith on the part 
of the Union Government. The withdrawal of Hospitals 
from the control of the Provinces would be a very 
grave diminution of their powers. 


Who Should Control the Unified Service? 


I am quite clear that, whatever its final fate might be, 
initially such a service should be under Provincial 
control, for the following reasons: 


1. They already control hospitals and attached out- 
patient services and each Province is devising a service 
to administer in-patient and out-patient services to- 
gether. 

2. All Provinces, but more particularly Natal and 
the Transvaal, have shown themselves eager to expand 
their services. Natal would like to include all health 
services and the Transvaal gave a very favourable 
reception to the Pentz report, which recommended the 
inclusion of all health services under the heading of 
hospitalization. 

3. The functions of the Union Government under 
our expanding industrial and commercial system 
become more and more onerous and involved, whilst 
the functions of Provincial Councils are limited and the 
demands made upon Provincial Councillors light. Were 
the Provincial Councils to form standing Committees 
to deal with each of their chief functions—roads, 
health and hospitals, education, local authorities—the 
work would be expedited and a body of informed 
councillors would be created who could greatly lighten 
the impossible burden now borne by the Administrator 
in Executive Committee. Compared with the members 
of the House of Assembly, Provincial Councillors are 
far less concerned with party politics and could provide 
that control of these important bread-and-butter 
affairs which today seems lacking. 

The taking over of health services by the Provinces 
would disturb the balance of power as between Union 
Government and Provinces much less than the taking 
over of hospitals by the Union Government. 

4. The Provinces are in effect the ministry of local 
government, having been assigned the control of local 
authorities by the Act of Union. They would, therefore, 
be the right bodies to assign larger boundaries to local 
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authorities or to unite them together into larger areas 
for health purposes. 

5. The Provinces also control and administer a very 
important health service which, while a branch of the 
health complex, is also a part of the educational service 
which belongs to the Province and must remain linked 
with both. 

There are three essential conditions to Provincial 
control: 

1. There must be complete reciprocity between the 
health services of the 4 Provinces. 

2. There must be an effective co-ordinating com- 
mittee. 

3. There must be such subsidies from the Union 
Government as will ensure that the poorer provinces are 
not placed at a disadvantage as compared with the richer; 
this principle is, I understand, under consideration. 


What type of service should we seek to provide? 


It becomes obvious from what has been said as re- 
gards the need for making as little break as possible 
with the routine to which people have been accustomed 
that we shall need to divide the population into 2 
groups: 

1. The privileged minority who are accustomed to 
avail themselves of the services of private practitioners 
but are to an ever-increasing extent protecting them- 
selves by joining organizations such as Medical Aid 
Societies which offer them some measure of insurance 
against the expenses of illness. Under present economic 
conditions this class is in the main confined to those 
who pay income tax. 

2. The less privileged minority, varying from the 
blanket boy in the kraal to the European pensioner or 
rentier struggling to make ends meet on an inadequate 
pension or an inelastic dividend. This class in the main 
avails itself of the free services offered by the Union 
Government, Provincial Administrations, local authori- 
ties or charitable institutions, but many have recourse 
to the private practitioner for short illnesses not re- 
quiring specialist services, or when desperation owing to 
the absence of free services drives him to an unwarranted 
extravagance. In the main these people are accustomed 
to take advantage of free services where they are avail- 
able. 

Means Test. It is obvious that, if we are to divide the 
population into these two groups, some form of means 
test will be necessary. It has been our universal experience 
that no form of means test which has hitherto been 
devised is of any great value. The majority of patients, 
it is true, can be classified by their appearance, occupa- 
tion etc., but there are too many fallacies. There is only 
one sure dividing line which allows for net income, 
marriage and dependent children and that is a line 
based on the payment or non-payment of income tax. 
At the time of writing, incomes liable to tax are as 
follows: 


Single man or woman £300 
Married man .. 480 
Married man with I child .. 630 
Married man with 2 children 775 


The number of people paying income tax is 800,000- 
900,000, representing a population of something over 
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2 million people. Under present conditions no one in 
receipt of lesser incomes than these can afford to face 
the possible cost of medical treatment. This is about 
the number of people on which the private practitioner 
relies for his fees today. 

Suggestions for income-tax payers. For those people 
who are accustomed to paying private medical fees 
and to the idea of Medical Aid Societies, it is suggested 
that a Provincial Medical Aid Society be set up, member- 
ship of which would be compulsory, with exemption for 
those who were members of a recognized Medical Aid 
Society, i.e. any of the hundred-odd Societies recog- 
nized by the Medical Association. These Medical Aid 
Societies would have to provide suitable cover for all 
services as at present, and special provision would have 
to be made for bad risks unable to pass a medical 
examination. 

Hospital facilities and other special facilities provided 
for the health service which is suggested for the rest of 
the population would be open to these people at a 
reasonable fee. 

Suggestion for those below income tax level. For all 
below income tax level it is suggested that there should 
be a complete free unified service paid for out of Pro- 
vincial taxation. It is desirable that something com- 
parable to the personal tax should be levied for this 
purpose and called a ‘health tax’ and that for this purpose 
the taxable income should be brought considerably 
lower. The proceeds would need to be supplemented 
from consolidated revenue. 

The various branches of the service would be inte- 
grated with the Hospital and attached out-patient 
departments. This, however, should be done gradually 
as organization permitted; much harm was done to 
hospitalization in the Cape because the Province took 
over control before it had organized a proper head- 
quarters staff. 

The service would be a paid service throughout and 
not an honorary one. We have at present the makings of 
every branch of such a service. Some of the personnel 
would be whole-time, some part-time, some on a pay- 
ment-per-hour basis. 

The blanks would gradually be filled in and the parts 
brought into relationship with the whole. 


A tentative suggestion for the order of absorption of the 
individual health departments into the service 


A. The first services to be taken over would be those 
which are at the moment closely associated with the 
Provincial hospital services: 

1. Detached out-patient services. 

2. Ambulance services. 

3. District nursing services. 

4. Orthopaedic services. 

5. Midwifery services. 
These could very rapidly be welded into a unified service 
because they are either very largely administered by the 
Provincial Administration or are so closely interlinked 
with provincial services that their taking over would 
cause no trouble. 

B. Two services could be linked together and trans- 
ferred to the province with no great difficulty: 

1. The district surgeon service in so far as it concerns treatment 
of the less privileged part of the community could easily become 
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a domiciliary service as an extension of the out-patient service, 
assisted by the district nurses and midwives. 

2. Health centres. 

C. As public health services became organized in 
local authorities the public health functions could 
become an integral part of the unified service and the 
conduct of the whole service in his area could fai! under 
the Medical Officer of Health. The taking over by 
local authorities of the whole health service would come 
about gradually as adequate local authorities had been 
created by the Provincial Administration. 

Perhaps the pilot scheme could be inaugurated at the 
Cape, where the Cape Town City Council and the 
Divisional Council of ths Cape are two bodies of 
sufficient population to take on the whole administra- 
tion of such a service from the Province. Areas in the 
Transvaal such as Johannesburg are equally ready. 

The scheme would take time to bring into full force, 
but once adopted it could not but be to the advantage 
of both that part of the public which is very indifferently 
and inefficiently served and of the medical profession, 
which cannot any longer support itself on the fees paid 
by a very minor percentage of the population. 

Exceptions to Provincial Control. Certain public 
health duties will have to be reserved to itself by the 
Union Government except in so far as it is prepared 
to delegate them to the Provinces: 

1. Such epidemic diseases as require a Union-wide 
control e.g. plague, yellow fever, etc. 

2. Such precautions as are demanded of the Union 
Government by international agreement. 

3. The medico-legal service should be a separate 
service. In minor cases it may be delegated to, the 
Provincial Service, but in all cases of serious aaa 
rape, murder, etc., the Union Government’s experts 
should be called in. This does not mean that medical 
officers of the provincial health service should not 
attend members of the police and gaol services in the 
same way as they will attend members of the general 
public. From the medico-legal point of view medical 
officers must be attached to the Magistrate. 


SOME SUGGESTED IMPROVEMENTS IN 
OF SERVICE 


THE PRESENT TYPE 


1. Greater emphasis should be laid upon domiciliary 
services. A very great deal can be done under modern 
conditions and with modern medicaments to treat 
patients in their own homes. For this purpose there 
will be required a very considerable increase in paid 
medical officers, district nurses, and midwives, but a 
great many hospital beds will be saved. 

2. The larger local authority areas will need to be 
split up into wards, in each of which there will be the 
necessary numbers of medical officers, district nurses 
etc. This has in effect been done today in the cases of 
district nurses in the Cape Peninsula. (It must be 
emphasized that where part-time medical officers are 
employed they will be the same personnel who attend 
the income-paying group.) 

3. Health Centres. There is needed a very great 


extension of health centres wherever poverty and 
ignorance are rife. It is essential that curative treatment 
should be the bait to induce the poor and ignorant to 
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jearn how to care for their health. The example of 
Polela is a great encouragement and recently in this 
Journal there has been described an example of the same 
principle carried out simply and efficiently in an urban 
area. The extraordinary successful achievements of the 
Polela Health Centre are enough to make the need 
self-evident. 

4. Educational facilities for all races. I\t is very 
important that facilities for education in the medical, 
dental, nursing and auxiliary professions should be 
widely extended for all races, so as to be increasingly 
available for non-Europeans. 

5. A new departure as regards midwifery. For some 
years to come we shall have to be content with increas- 
ing the supply of qualified midwives. But the Gluckman 


Commission made a very important recommendation, - 


namely that midwifery should be gradually divorced 
from general practice and placed in the hands of a new 
profession—the professional midwife trained for 3 
years as in Holland and capable, as we are reliably 
informed, of undertaking over 90% of all cases. Those 
cases where further advice or treatment beyond her 
scope are required should be referred direct to the 
obstetrician. The reason for this suggestion may be 
quoted from the Commission report: ‘A midwifery 
case is a serious interruption of the routine of ordinary 
practice and is apt not to be regarded with that patience 
which is one of the most important factors in successful 
midwifery. Moreover a practitioner has to do many 
things in the course of his day which are incompatible 
with aseptic technique.’ 

6. Specialist services. Finally the service should be 
so organized that specialized services should be freely 
available, as far as is possible, in every district hospital 
and central hospital according to its resources, and not 
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concentrated in the few large towns as at present. 
There are numbers of registered specialists who are 
now eking out a precarious living in Cape Town and 
Johannesburg and could be far more usefully and 
gainfully employed as part-time consultants to the 
service with the right of private practice amongst 
Medical Aid patients. The Medical Officer of Health 
for the local authority should be able to organize a 
team and decide which specialists could appropriately 
be allocated to his area. Such treatments as therapeutic 
radiology and brain surgery would, of course, only be 
available at a very limited number of centres. 

7. Expensive drugs. At least one of the Provinces 
is introducing a hospital pharmacopoeia and formulary 
from which useless proprietary drugs and manufac- 
turers’ fancy names have been eliminated. Any drugs 
outside this pharmacopoeia the patient will have to 
pay for himself. If the principle were extended to 
include all branches of the health service, a tremendous 
saving would be effected and doctors serving both this 
and the Medical Aid Service would learn a very neces- 
sary economy. It would probably be necessary for the 
health service to go in for bulk buying and run its own 
dispensaries. 

Conclusion. The writer is only too conscious of the 
deficiencies and omissions in his schemes. Doubtless 
its faults can be corrected and its omissions filled in, 
but he is convinced that this is a practical and economic 
scheme which will make possible what he has been 
striving for for some 30 years: ‘A organized health 
service in conformity with the modern conception of 
health which will ensure adequate medical, dental, 
nursing and hospital services for all sections of the 
people of the Union of South Africa.’ 


Salus populi suprema lex 


DANGER SIGNS AND SYMPTOMS IN DIABETES MELLITUS* 


T. SCHNEIDER, M.B., B.CH. (RAND), M.R.C.P. (EDIN.) 
Johannesburg 


The danger signs and symptoms in diabetes may be 
divided into two types: 

(a) Those which come on suddenly or fairly so, and 
herald an acute episode of some sort. 

(b) Those which come on gradually and _ herald 
one of the late complications or manifestations of 
diabetes. 


DANGER SIGNS WHICH COME ON RELATIVELY SUDDENLY 


In diabetes, ketosis—the accumulation of ketone bodies 
in the blood—is associated with a low glycogen-content 
in the liver, and Mirsky (1941) reasoned that the decrease 
in the liver glycogen acts as a stimulus for increasing 


* A lecture delivered before the Rand Clinical Discussion 
Club of the Medical Graduate Association, University of the 
Witwatersrand. 


the amount of fatty acids which are oxidized, thus 
leading to ketosis and to ketonuria. Stadie and Carpenter 
(1943) showed, further, that fats are the chief source of 
ketones. 

The appearance of ketones in the urine is one of the 
first danger signs to look for in diabetes for, while 
acetonuria may be present for some time without 
symptoms, it must be remembered that with the accum- 
mulation of these acid ketones in the blood they must 
be neutralized by the body base before the excess is 
excreted by the kidneys. Thus they are lost along with 
some body base. This loss of base leads to loss of 
fluid, and to the appearance of acidosis. If this condition 
is allowed to continue, the train of symptoms usually 
occurring in acidosis makes its appearance, viz. headache, 
anorexia, restlessness, thirst, polyuria, weakness, list- 
lessness, nausea, vomiting, blurring of vision, drowsiness. 
There may be marked chest pain or abdominal pain, 
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and the breathing may be painful, rapid and deep, 
with difficulty in getting air. 

At first there may be few if any signs, but soon they 
develop. The patient looks ill and dehydrated. The 
eyeballs are soft, the skin is dry, the face is flushed and 
drawn. There may be a smell of acetone in the breath. 
The tongue is dry, red and beefy, sometimes with a 
dirty coating. The vomit, at first consisting of food 
taken, later becomes dark brown or blackish owing 
to the presence of altered blood. The abdomen may 
be acutely tender and rigid, and I have seen one such 
case where preparation for a laparotomy was already 
being carried out owing to the acute pain and rigidity 
together with a leucocytosis of 25,000 (majority poly- 
morphonuclears). This leucocytosis is a characteristic 
of the condition. The temperature varies, being sub- 
normal or slightly raised unless there is an associated 
infection present, in which case, of course, it is markedly 
raised. The pulse is rapid, the blood pressure usually 
reduced, in the late stages markedly so, and the muscles 
may be somewhat flaccid. The urine contains sugar and 
acetone and the carbon-dioxide combining-power is 
low. 


Ketosis and acidosis are likely to be met with in those 
cases where the diabetes is not under effective control 
or where there is associated infection. While any 
infection may precipitate this condition I would parti- 
cularly stress infections of the urinary tract; as I find 
in my own series of cases that pyelitis particularly has 
been one of the main precipitating factors. Again, I 
would stress any gastro-intestinal upset with associated 
vomiting as a danger-sign to be noted. Vomiting in 
a diabetic is a serious symptom at any age for, even 
in the old diabetic, vomiting may precipitate acidosis 
and coma. I make mention of the old diabetic for there 
are some who seem to think that coma seldom occurs 
in the old person with diabetes. Vomiting and infections 
may certainly help to precipitate acidosis and coma 
in these patients. It is further useful to remember that 
during an acute infection, and at times even with a 
severe emotional upset, the quantity of insulin required 
to keep a patient under effective control is usually 
greater than when the patient is in normal health. 
Thus Masson (1940, 1941) has shown that during stress, 
in the stage of resistance, animals tend to exhibit a 
diabetic type of glucose-tolerance curve and become 
rather insulin-resistant. Again, Hinkle ef a/. (1949) 
state that significant emotional conflict is associated 
with a rise in the blood-ketone level. Some patients 
reduce the quantity of insulin they usually take when 
they develop an acute infection, under the mistaken 
impression that, in view of the fact that they take less 
food, they now require less insulin, and they thus 
precipitate acidosis and coma. 


Hypoglycaemic symptoms usually appear when the 
blood sugar falls below 50 mg. per 100 c.c., but this 
level varies considerably. Thus, in some diabetics, 


especially the elderly, who have had constantly high 
blood sugars over prolonged periods of time, any attempt 
to bring the blood sugar down to somewhere near 
normal limits may precipitate symptoms of hypogly- 
caemia, and one has seen such patients complaining 
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of hypoglycaemic symptoms when the blood sugar is 
about 200 mg. per 100 c.c. On the other hand, no 
symptoms of hypoglycaemia may be experienced by 
some with blood sugars near 30 mg. It is interesting 
to note that the more rapid the fall of blood sugar, 
the more likely are the symptoms to appear. With 
a slow rate of fall of blood sugar the body is better 
able to adjust itself to the lower blood-sugar level, 
Thus, when the long-acting insulins are used reactions 
are likely to occur at lower blood-sugar levels than 
with the quick-acting insulins with their quick drop in 
bloodsugar level. 

The symptoms of hypoglycaemia are well documented. 
Sudden coma without preliminary signs or symptoms 
may occur. Usually, however, preliminary symptoms 
of hunger, weakness, nervousness, excessive cold 
perspiration, headache, faintness, blurred or double 
vision, or paraesthesiae make their appearance. Slurring 
of speech, mental slowness, confusion, impaired co- 
ordination of muscles, violence, anxiety, depression, 
convulsions and coma may all occur. 

From a medico-legal viewpoint the possibility that 
a diabetic patient in charge of a motor car may suddenly 
develop symptoms suggestive of acute alcoholism as a 
result of hypoglycaemia must be borne in mind. In 
a recent English case (Lancet, 1954) where the patient 
was charged with driving under the influence of a drug, 
or driving to the public danger, the magistrate was 
satisfied that the driver had had no reason to suspect 
the onset of an attack of hypoglycaemia. He felt that 
the issue of dangerous driving was covered by a ruling 
on motorists suddenly attacked by an illness which 
incapacitated them. On the charge of driving while 
under the influence of a drug, the magistrate thought 
that this was never intended to apply to cases such as 
this. As extra exertion or worry could cause hypogly- 
caemia in a diabetic, the magistrate felt it was by no 
means certain that the driver had been, even pharma- 
cologically, under the influence of the dose of insulin 
given him. The driver was therefore discharged. On 
the other hand, in a recent similar case in Canada, the 
driver was convicted. Violence has been reported during 
the course of hypoglycaemia and the medico-legal 
consequences are apparent. 

Note must be made of the fact that while long-acting 
insulins give rise to the same type of symptoms of 
hypoglycaemia as mentioned above, headache is a 
common symptom of mild hypoglycaemia caused by 
this type. The headache is eften occipital and occurs 
in the early morning, passing off after breakfast. It 
is particularly important to remember this possibility, 
as also the fact that if hypoglycaemic coma is due to 
a long-acting insulin the patient, after recovering from 
a coma, may easily lapse into coma again owing to the 
long-continued action of the insulin. Gunther (1952) 
describes the effects of chronic overdosage with prota- 
mine zinc insulin in 3 children. In all 3, epileptiform 
attacks and attacks of unconsciousness occurred even 
when they were not hypoglycaemic, and in two (both 
boys) personality and intellectual changes took place 
which proved irreversible even after the discontinuation 
of protamine zinc insulin. It would seem, therefore, 
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that permanent cerebral damage can occur as a result 
of chronic overdosage with insulin. 

The symptoms of hypoglycaemia should therefore be 
carefully explained to both the patient and those with 
whom he is in daily contact, so that treatment can be 
administered at an early stage. The medical practitioner 
should do everything possible to ensure that while the 
patient is under good control his diabetes shall not be 
over-controlled. He should also remember that hypogly- 
caemia may act as the trigger setting off an attack of 
angina pectoris, cardiac arrhythmia, or hypertensive 
encephalopathy. 

At this stage it should be mentioned that the longer 
the diabetic is in a coma, whether hypo- or hyper- 
glycaemic, the more difficult may it be to get him out 
of coma. Treatment is the keynote to success in these 
cases, and constant attendance by the medical prac- 
titioner may be a necessity. In spite of this, the occasional 
case occurs where the patient dies in spite of the fact 
that the blood sugar and electrolytes have returned to 
normal figures, especially where the patient has been in 
coma longer than 24 hours. 

Sepsis in the diabetic must always be considered a 
danger sign, and while the use of antibiotics has improved 
prognosis, effective control of the diabetes is essential 
to aid in preventing spread. This refers not only to 
sepsis on the surface of the body (e.g. whitlows, boils, 
carbuncles, cellulitis) but also to the internal organs 
(e.g. gall-bladder, appendix) where inflammatory con- 
ditions may easily pass on to gangrene in the organ 
concerned. 

Allergic manifestations to the various insulins may 
give rise to a good deal of trouble, and while most 
of the reactions are mild, and do not require any special 
treatment, occasionally a case with marked angioneurotic 
oedema presents itself and may cause extreme anxiety. 
Prompt treatment of the condition, and later desensiti- 
zation against the insulin, will be required. 


DANGER SIGNS WHICH COME ON GRADUALLY 


As mentioned in a previous paper (Schneider, 1953), 
peripheral vascular disease associated with atheromatous 
changes in the vessels is a common finding in diabetes, 
and evidence of this was found in 62 of a total of 339 
cases reported. Thus, where signs of defective circulation 
are present in the lower extremities—absent or diminished 
pulses, colour changes, ulceration of the toes or feet, 
intermittent claudication—they must be considered as 
danger signs and treated accordingly. The importance 
of proper care of the diabetics’ feet cannot be over- 
emphasized, for a small abrasion of the foot in the 
uncontrolled diabetic, where there is defective circulation 
or peripheral neuritis, may be the starting point for 
gangrene or a perforating ulcer. Gradual vascular 
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changes in diabetes may also lead to coronary sclerosis 
with angina pectoris. Both hypoglycaemia and hyper- 
glycaemia may increase the severity of the pain, and 
effective control is essential here. 

Retinopathy and hypertension, two conditions which 
often appear after diabetes has been present for a 
considerable time, must always be watched for. The 
first signs of these are a challenge to us to overhaul our 
method of treatment and attempt to slow down their 
progression. Whether more effective diabetic control 
is of use in these cases is still a debatable point, some 
claiming that it is, others that (in retinopathy parti- 
cularly) the condition may become worse as a result of 
better control. Waite and Beetham (1935) as a result 
of careful analysis have concluded that ‘the only danger 
from insulin, so far as retinal haemorrhages are con- 
cerned, lay in withholding it.’ 

Albuminuria, intermittent at first, later becoming 
constant and more profuse, may appear in the later 
stages of diabetes. Usually with its onset the diabetes 
becomes less severe, but hypertension and signs of 
cardiac dysfunction are likely to become more marked, 
and the whole symptom-complex of intercapillary 
glomerulo-sclerosis may slowly unveil itself. 

While effective treatment, therefore, is possible for 
the first type of symptoms and signs described here, 
for the second type (those coming on gradually) very 
little effective treatment is possible. It behoves us 
therefore to prevent the latter type of danger signs 


appearing, and, for the present, effective control of the 


diabetes is our only armament. Who knows but that 
as a result of recent experimental work, such as the 
production of retinopathy by injection of ACTH into 
alloxan-diabetic rabbits (Becker, 1952), or the fact that 
excessive vitamin B,. has been found to be excreted 
in the urine of patients suffering from the Kimmelstiel- 
Wilson syndrome and retinopathy (Becker et a/; 1953), 
new methods for combating these danger signs in 
diabetes may be introduced. 
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Union Department of Health Bulletin. Report for the 7 days 
ended 22 December 1954. 

Plague, Orange Free State: No further cases have been reported 
from the Vredefort district since the notification of 25 November 
1954. This area is now regarded as free from infection. 

Smallpox, Cape Province: No further cases have been reported 

the Prieska municipal area since the notification of 25 No- 
vember 1954, This area is now regarded as free from infection. 

Typhus Fever, Cape Province: Three (3) Native cases in the 
Aliwal North district. Diagnosis based on clinical grounds only. 


One (1) Native case in the Cogoya location in the Lusikisiki 
district. Diagnosis based on clinica grounds only. 


No further 


cases have been reported from the Mount Fletcher and Mount 
Frere districts since the notifications of 21 October 1954 and 18 
November 1954, respectively. These areas are now regarded as 
free from infection. 

Epidemic Diseases in other Countries. 

Plague: Nil. 

Cholera in Calcutta (India). 

Smallpox in Karachi (Pakistan); Bombay, Calcutta, Delhi, 
Jodhpur, Kanpur, Lucknow, Madras (India); Moulmein (Burma); 
Phnom-Penh (Cambodia); Phanthiet, Saigon-Cholon (Viet-Nam). 

Typhus Fever in Baghdad (Iraq). 
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TUBERCULOUS MENINGITIS 


C. J. T. Craic, M.B., Cu.B (CApE Town) 
Klerksdorp 


Those of us who practise away from the larger centres 
often have to use forms of treatment which we think 
preferable because of the circumstances under which 
we work. The treatment of tuberculous meningitis 
adopted here illustrates this point. We feel acutely the 
shortage of interns; all work in a 250-bed hospital is 
carried out by the local practitioners. Time being our 
enemy, the simpler the diagnostic and therapeutic 
measures the better. Secondly, as our nearest laboratory 
facilities are 100 miles away, clinical judgment at all 
times takes pride of place. Thirdly, the rural Native 
is averse to hospitilization and once up and about 
considers he is fit enough to go home. 

Since December 1953, 8 cases of tuberculous meningitis 
have been treated. Seven of these were non-Europeans 
and 5 were children 12 years old or younger. Three of 
the 8 were admitted to hospital with a provisional 
diagnosis of typhoid fever. 


Method of Diagnosis 


Diagnosis in each case was made firstly on clinical 
grounds. All the cases presented with a history of a 
subacute illness going back 3—10 days. On admission 
there was a low-grade fever, and neck rigidity and 
Kernig’s and Brudzinski’s signs were all present. In 
the earlier cases the result of the examination of the cere- 
brospinal fluid was awaited before treatment was com- 
menced. As this involved a delay of 3—7 days, treatment 
was started immediately in the later cases; and in 2 
cases before even the CSF was removed for diagnostic 
purposes. In view of Barnard’s work ' the assumption 
of the diagnosis of tuberculous meningitis on the CSF 
findings in the last 2 cases, is open to criticism. 

The CSF of 2 cases contained organisms morpholo- 
gically resembling Mycobacterium tuberculosis. In 
all cases the chloride and sugar content of the CSF was 
below normal and the protein and cellular contents 
above normal. 


Method of Treatment 


The method of treatment and the dosage scheme was 
adapted from the work of Bulkeley?, the Medical 
Research Council Investigation *, and Lincoln and Sifon- 
tes." 

Apart from the first 2 cases, which received daily 
intrathecal streptomycin for 14 and 3 days respectively, 
all cases were treated as follows: 

Streptomycin, | g. intramuscularly daily. 

PAS, 12 g. daily in 6-hourly divided doses. 

INH (Rimifon), 200 mg. daily in 12-hourly divided doses. 
ACTH, 25 mg. intramuscularly every 6 hours for 8 days. 

This dosage scheme is for an adult. Reductions 
according to weight were made for children, but none 
received less than 10 mg. ACTH 6-hourly. ACTH 
was discontinued after 8 days in all cases. If at any time 
there was a relapse in the patient’s condition or if there 
was a prolonged absence of clinical progress, further 
4—6 day courses of ACTH were given. Only 3 cases 


required more than an 8-day course of ACTH: 2 each 
had a further 6-day treatment and the 3rd had 4 sub. 
sequent courses. 

Streptomycin, PAS and INH were continued until 
there was a return to the limits of normal of the CSF 
chloride content. Streptomycin and INH were then 
discontinued and the patient kept on PAS only. 

Cases were kept in bed until all local signs of meningitis 
had subsided. In 2 cases this occurred within one month. 
After being on a maintenance dose of PAS only for 
2—3 weeks, patients were allowed home, where they 
continued taking PAS. 


Results 


All cases are still living. One case is still in hospital. 
At the time of discharge all cases were symptom-free; 
4 of these have been followed up for a further 2 months 
and were found to be clinically free from symptoms of 
meningitis. The only case to have any residual lesion was 
a 5-year old Native boy who developed a right-sided 
hemiplegia during his 3rd week of treatment. At the 
time of discharge 3 months later, he still had some 
weakness of the right arm and leg. 

The average stay in hospital was 62 days. No case has 
been readmitted. 


CASE HISTORIES 


Histories of the 3 most severe cases illustrate the dramatic effect 
of this treatment on the course of the disease. 

Case 1. Coloured female aged 12. Admitted on 29 November 
1953 as a case of meningitis. CSF report received after 3 days was 
as follows: Protein 52 mg. °%, chloride 496 mg. °%. sugar 12 mg.°;; 
tubercle bacilli present. Treatment was commenced with strepto- 
mycin '/,) g. intrathecally daily together with intramuscular 
streptomycin. PAS and INH. After 14 days the patient had 
become deeply comatose and responded only to painful stimuli. 
Intrathecal streptomycin was discontinued and ACTH com- 
menced. Four days later the patient was drowsy but able to 
answer questions and after 7 days was fully conscious. Two 
months after admission the CSF chloride was normal, and after 
4 months the girl was discharged home. Two months later she 
was still well. 

Case 2. Native male aged 25. Admitted on 11 February 
1954 with signs of meningitis. He was stuperose and there was 
retention of urine. Immediately after CSF had been withdrawn 
for diagnostic purposes treatment was commenced. Report on 
CSF received 4 days later was: Protein 500 mg.°,, chloride 613 
mg.°,, sugar 70 mg.°,: tubercle bacilli present. After 5 days of 
treatment patient was fully conscious: and after 12 days full 
control of the bladder was regained. Six weeks after admission 
the CSF chloride was 755 mg.°, and 2 months after admission 
the patient was discharged home. Two months later he was 
feeling quite well and had been working for a month. 

Case 3. Native female aged 2. Admitted on 12 February 1954 
as a case of meningitis. Stuperose but able to drink from a bottle. 
CSF report received 4 days later was: Protein 238 mg.°,. chloride 
659 mg.°,,. sugar 16 mg.°,; no organisms present. Treatment as 
outlined previously was commenced. After the first 8 days both 
ACTH and streptomycin injections were discontinued, as the 
extreme emaciation of the child resulted in abscess formation at 
the sites of the injections. Two weeks after admission the patient 
was deeply unconscious with extreme rigidity of the neck and spine, 
and spasticity in flexion of all the limbs. Intragastric feeding was 
necessary. Streptomycin and ACTH were resumed after 6 weeks; 
the patient became less deeply comatosed and was able to swallow 
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once more. A 3rd course of ACTH was given after 2} months 
and during this time the child regained consciousness, and spon- 
taneous movement reappeared in all 4 limbs. She was, however, 
thought to be deaf and blind. A 4th course of ATCH was given 
after 34 months. Following this, vision and hearing were detected 
as being present. Five months after admission the CSF chloride 
was 732 mg.°%, and the child retained slight neck rigidity but was 
commencing to walk. This patient is still in hospital. 


SUMMARY 


1. The treatment of 8 cases of tuberculous meningitis 
without using intrathecal therapy is described. 
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2. The details of 3 of the cases are given. 
3. The immediate results appear satisfactory, but 
as yet no long-term follow up has been made. 


My thanks are due to Dr. H. Alkema, Medical Officer in Charge 
of the Klerksdorp Hospital. for permission to publish these cases. 
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AGRICULTURAL FOUNDATIONS OF NUTRITION 
XI. NATIVE RESERVES AND LOCATIONS 


F. W. Fox, D.Sc. (LOND.) 
South African Institute for Medical Research, Johannesburg 


Originally the entire Native population fed themselves. Now the 
2} million living in the urban areas depend on food produced by 
European farmers, though the similar number on European farms 

may be partly or wholly self-supporting. We shall confine our 
attention to the remaining 4 million who inhabit the Reserves and 
Locations and who, for various reasons are now becoming de- 
pendent increasingly for their staple cereals on outside resources. 

The population of the Reserves was growing steadily until about 
1946; since then it has either remained stationary or even fallen 
(see Fig. 1). Where the age-structure of these populations has 
been studied it appears to consist largely of children and old 
people. Thus, in one such study, for every 100 men at home 85 
were found to be helping to support their families by working 
outside the Reserve; the same absenteeism applied to the women, 
though to a lesser extent. This is but one example of numerous 
social factors that have a more or less direct bearing on popula- 
tion growth and agricultural productivity. 
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Fig. 1. Population changes in certain Native Reserves. 


Basic Facts about Reserve Agriculture. The Reserves are con- 
veniently grouped into 5 main regions and the basic agricultural 
facts about each are presented in a highly condensed form in 
Table I. A careful examination and comparison of these figures 
will reveal much that is of fundamental importance concerning 
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30 


Fig. 2. Distribution of Native Reserves and Locations ac- 
cording to climatic regions. (1) Ciskei, (2) Transkei, (3) 
Natal, (4) Northern, (5) Western. 


the food supplies at present available in each region. Fig. 2 brings 
out an aspect not always sufficiently appreciated, namely that 
although the Reserves occupy only about 13°, of the total area 
of the Union they mostly lie within the Humid Area; thus, whilst 
the average rainfall for the Union is 17} inches, only 2 of the 5 
regions average less than 25 while 2 others average over 30 inches. 
The bearing of rainfall on agricultural productivity has been 
stressed in previous articles and is reflected here in the high per- 
centages of arable land (Table I, i). 


FOOD PRODUCTION 


bepartmental estimates of the principal food resources for 1952-53 
are given in Table I (ii). But no allowances can be made for the 
amounts of food produce that are sold. 

Kafjir Corn and Maize. Kaffir corn (and millet) was the original 
staple cereal and is still used extensively for beer- making. Maize 
is now grown more extensively and these two cereals constitute 
the basis for the present diet. As with Europeans, seasonal varia- 
tions in crop size are marked, but, as will be seen from Fig. 3 the 
annual production, instead of increasing with the population, is 
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actually declining. The deplorably low average yields are given 
for 1952-53, which on the whole was a good season. That these 
yields can easily be doubled has been shown for many years in the 
Transkei (see Table II). The reasons for such low yields are com- 
plex and include the extreme conservatism of the people, who 
formerly depended on a system of ‘shifting cultivation’; the lack 
of incentive to be self-supporting in food when it can be purchased 
by wages earned elsewhere; storage difficulties, etc. What such 
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Fig. 3. Annual production of maize and kaffir corn in 
Native Reserves 1918-53. 


1920 


low yields mean is shown more clearly by a simple calculation. 
A daily ration of 1 Ib. of maize (1,600 calories) would require an 
annual supply of 365 Ib., or 1-8 bags. This is just under the average 
yield obtained per morgen! Using this as a basis the degree of 
self-sufficiency in respect to the two cereals has been calculated 
for each of the 5 regions (Table III). It should be remembered 
that 1952-53 was a good season. This leads to the important 
conclusion that the Reserves are dependent for about half their 
cereal requirements on purchases from European farmers; these 
must be paid for by local earnings (e.g. wool) and by wages re- 
mitted from elsewhere. 

Meat. Table I (iv) gives the animal population. Assuming an 
average family size of 6, the 683,000 families would theoretically 
each have available for meat, milk and draught purposes a maxi- 
mum of 5-8 head of cattle and approximately the same number of 
sheep, of goats and of poultry. But the table also shows how 
the animal population varies according to the region, whilst the 
distribution amongst the families is equally uneven (animals are 
the traditional measure of wealth). The heavy annual livestock 
losses from various causes should also be noted (Table I, v). 
The extremely low average quality of the animal population still 
further decreases their value as a source of food. 

Milk. After allowing for the number of female cattle over 2 
years old, those in milk, and those actually milked, du Plessis 
et al* (1951) estimated the total annual production (at 50 gallons 
per annum per cow) as about 25 million gallons. If equally divided 
this would provide a daily ration of 1 /7th pint per head. The find- 
ings in a few recent field studies * (1952) are summarized in Table 


TABLE I. 
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IV. Marked local variations are noted, with many families having 
no milk at all. 

Vegetables and Fruit. Small amounts of legumes together with 
pumpkins and a wide variety of wild leaves and fruits (both fresh 
or dried) are important, though quantitatively minor, additions 
to the meagre diet. 


GOVERNMENT EFFORTS 


The brighter side of this grim picture of poverty of knowledge, 
industry and purchasing power in a land deteriorating by the 
year from mismanagement and resulting soil erosion is the steady 
though all too slow change which is being brought about through 
the activities of the Agricultural Division of the Department of 
Native Affairs. Though short-staffed and greatly handicapped 
by the people’s intense conservatism, tribal customs, and sus- 
picions, this hard-working agency is facing immense problems 
with courage and imagination, as will be seen from Table V, 
which indicates some of the more measurable of their achieve- 
ments. Many other aspects are dealt with in an excellent (illus- 
trated) section by the division which is included in the Report of 
the Department for 1950-51,° or in the recent article by the Direc- 
tor * (1954). The remarkable progress with afforestation, which 
not only provides much-needed fuel, and wood for buildings, 
but also protects the soil and the water resources, and also the 
equally astonishing strides made with irrigation, are outstanding 
(Table IV (ii)); but numerous other examples might be quoted. 
In recent years the aim was to reclaim and stabilize locations on 
an intensive basis by means of the Betterment Areas scheme. 
Excellent results followed in the 83 schemes that are in operation. 
But this method was found to be too slow to cope with the rapid 
and widespread deterioration of the soil. The new policy is to try 
to prevent further deterioration by concentrating on the most 
urgent work over a wide area, so that more intensive methods 
can be applied later on. Allied with this is a policy of enabling 
the true farmer to operate an economic holding, whilst placing 
the non-farming type in village settlements. 

African National Soil Conservation Association. Since the basic 
problem is to arouse the interest and co-operation of the Native 
himself it is significant and encouraging that this organization 
has recently developed and is receiving the active support of in- 
fluential Chiefs and leaders, as well as the technical advice of the 
Division. Although only 2 years old it has already held 2 successful 
conferences, one urban and one rural. Another recent encouraging 
example of what an enlightened group of Natives can accomplish 
is to be seen in the Pilansberg area of the Transvaal. 


Thanks are due to the Agricultural Division, Department of 
Native Affairs for advice and permission to use so much un- 
published data. 
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SOME BASIC DATA ABOUT THE NATIVE RESERVES AND LOCATIONS 1952-53 


(Data from Agricultural Division of Native Affairs Department, or from Agricultural Census) 


(i) General 
Arable % of Arable 
Average Arable as % Arable Population Land 
Annual Area Land of Area Total (Density Available 
Rainfall (morgen) (morgen) Total not Population per sq. per Person 
(inches) Area = Cultivated mile) (morgen) 
Transkei 25 -2 4,231,833 916,209 21-7 15 1,246,893 89 0-73 
Northern 32-2 3,989,017 505,000 12-7 18 1,153,799 88 0-44 
Natal .. 30-7 3,542,437 463,840 13-2 7 1,053,357 89 0-44 
Western 19-4 3,501,355 136,838 3-9 22 322,968 28 0-42 
Ciskei . . 23-2 1,018,363 253,350 20-8 43 320,394 95 9-79 
Total Area 26-7 16,283,005 2,275,237 13-7 16 4,097,411 76 0 -56 
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having TABLE I—(CONTINUED) 
th freon (ii) Production of Main Food Crops 
Iditions 
Kaffir Kaffir 
Maize Maize Corn Corn Wheat Wheat Legumes Legumes Vegetables Vegetables 
(morgen) (bags*) (morgen) (bags*) (morgen) (bags*) (morgen) (bags*) (morgen)  (Ib.) 
wledge, | Transkei 691,368 1,284,500 38,315 63,230 350 650 35,501 36,030 1,405 483,043 
~ & Northern 198,000 415,500 191,500 466,000 3,331 26,400 20,000 37,200 472 3,048,000 
y Natal 232,799 703,112 69,269 150,180 72 256 17,380 34,868 606 1,012,250 
nent of | Western 50,900 75,058 51,700 88,000 2,048 16,078 4,138 10,085 37 8,600 
arent Ciskei 101,559 169,810 50,117 72,170 14,040 33,055 4,859 5,863 15,150 104,921 
sus- 
my . Total Area 1,274,626 2,647,980 400,901 839,580 19,841 76,439 81,878 124,046 17,670 4,656,814 
ible V, 
chieve- 
(illus- *A bag=200 Ib. 
Port of 
Direc- 
— (iii) Average Yield Obtained for Principal Food Crops (Bags per morgen) 
~~ Maize Kaffir Wheat Legumes Vegetables 
anding Corn 
cheme. jj) Northern 2-10 2-43 7-90 18 -60 6245 
ration. Natal .. 3-02 2-16 3-55 2-01 1660 
rapid Western 1-47 1-700 785 244 232 
“mot | Ciskei .. 1-67 1-44 1:27 6-93 
Total Area 208 209 385 1°52 263-5 
acing 
» basic (iv) Total Animal Population (Thousands) 
Native Morgen Cattle 
Te Cattle Sheep Goats Pigs Poultry —-Equines Cattle per Cattle Units per 
of } Units Unit Person 
_— Transkei . . 1,360 2,269 1,056 257 1,232 113 2,139 1-97 1-71 
nplish | Northern 600 138 399 69 818 81 788 55:06 068 
Natal 1,092 290 758 74 1,140 108 1,417 2-50 1 +34 
Western .. 295 245 320 17 144 61 469 7-50 1-45 
phn Ciskei 153 618 387 26 178 21 376 2-70 1-11 
Total Area .. 3,500 3,561 2,921 444 3,512 383 5,188 3-14 1-26 
1951): 
ition (v) Livestock Losses 
toria: 1950 1951 
Through Through Fromall Fromall 
Drought Disease Causes Causes 
Cattle .. 260,674 106,961 418,162 342,291 
Sheep . 338,338 161,674 594,664 422,036 
Goats 149,655 130,001 358,003 212,407 
ible 
ae (vi) Equipment Available for the Production and Handling of Foodstuffs (Thousands). (Data from Agricultural Census) 
we Drills Pit and Grain and Dips Waggons 
Ploughs Harrows Cultiva- and Trench Hammer Cattle Sheep Mowers and 
tors Planters Silos Mills (units) Trolleys 
44 1926 .. 153 — 1°8 2-1 13-0 
1937 .. 228 241 2-0 17-6 
56 1946 .. 301 2:2 1-5 18-1 
anal 1950 .. 314 37 86 47 2°9 7 2:2 1-3 226 — 


66 S.A. MEDICAL JOURNAL 15 January 1955 


TABLE II. ESTIMATED MAIZE YIELDS OBTAINED IN TRANSKEI, 1936-1953 
Local yields compared with those obtained by Native Agricultural Demonstrators on adjoining plots 
(taken from Annual Reports of United Transkeian General Council) 


Number of Total Area Average Yield Range for 

Plots Studied (morgen) (bags per morgen) Range Individual Plots 
Local Natives .. in ? 1,962 5-36 6'8 3 -0-11 -2 
Demonstrators. . <a 1,254 1,305 11 -02 8 -9-14-4 6 -8-16-5 


An examination of the annual figures does not indicate any improvement over the 18 years for either group. 


TABLE Ill. EXTENT TO WHICH LOCAL CEREAL PRODUCTION MEETS REQUIREMENTS : SEASON, 1952-53 


Calculated on an allowance of | Ib. maize or kaffir corn daily per head of population in the Region 


Maize and Requirements %, of 
Kaffir Corn at 1-8 Bags per Shortfall Requirements - 
Produced Person per Annum (imillion bags) met by Local 
(million bags) (million bags) Production 
Transkei one 1-347 (5) 2-24 0-90 60 
Natal ‘9 “a 0-853 (18) 1-89 1 -04 45 
Total Area... os 3-484 (24) 7-37 3-89 47 


The percentage of kaffir corn is shown in brackets. 


TABLE IV. DAILY CONSUMPTION OF MILK IN NATIVE RESERVES ACCORDING TO 4 RECENT SURVEYS 


Journal of Social Research ? (1952) 


Number of Families Mean Daily 

Families who have Consumption 

Studied Milk (ounces) 
Ciskei 166; 99; 106 (a) 50% 14-7; 7-5: 5:1 
Transkei .. as 93 % (b) 2-4 (b) 

(Cow, sheep or 
goats milk) 


9 for milk users 
(a) 3 different surveys. (b) Cow’s, sheep’s or goat’s milk. 
TABLE V. SUMMARY OF CERTAIN OF THE ACTIVITIES OF THE AGRICULTURAL DIVISION, DEPARTMENT OF NATIVE AFFAIRS 


(i) General 


Stock dams built (excluding a large number 5 feet of water or 2,900 


(ii) Irrigation Schemes 


Transkei Northern Natal Western Ciskei Total Area 


Number of schemes 5 91 8 9 122 
Area (morgen) .. da 2 s 121 6,624 1,787 5,068 203 13,803 (a) 


(a) Area already in use 12,118. 


Lh is divided into over 4,000 plots for vegetable production and over 8,000 for general farming; the number of plot-holders 
is over 
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The Union Health Department is kindly supplying the Journal 
with weekly returns throughout the Union of cases notified under 


PERIOD 16 TO 22 DECEMBER 1954 


Non- 
European European 
Transvaal: 
Johannesburg 
Johannesburg P.U.A.H 
Pietersburg 
Messina Health Committee 
Roedtan District 

Pretoria Municipality .. 
Pretoria P.U.A.H.B. 
Oberholzer P.U.A.H. B. 
Swartruggens District . . 
Potchefstroom District . 
Brakpan .. 
Roodepoort-Maraisburg 
Kempton Park .. 
Nylstroom . . 
Middelburg. . 
Rustenburg 
Springs 
Bedfordview 


4 


8 


Total for Transvaal . 
* Died. 


Cape Province: 
Somerset East 
East London 
Fraserburg . . 


|= 
| 


Total for Cape Province 


Natal: 


Durban Municipality 
Georgedale 
Ladysmith 
Kranskop 

Ifafa Beach 
Stanger District . . 
Warner Beach .. 
Edendale 
Pietermaritzburg 
Hammasdale 
Hillary 

Mooi River 
Kloof .. 

New Hanover .. 
Bergville District 


Total for Natal 


Orange Free State: 


Viljoenskroon District .. 1 


Total for O.F.S. 1 1 
TOTAL FOR UNION est is 34 20 


Applications are invited from suitably qualified medical practi- 
tioners for the Eli Lilly Medical Research Fellowship (South 
Africa). The Fellowship is for the purpose of medical research 
and is not intended for post-graduate clinical study. It is available 
lor one year. 

The value of the Fellowship is 3,000 United States dollars for 
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POLIOMYELITIS IN THE UNION 


the Public Health Act as suffering from poliomyelitis. The returns 
for the weeks ended 22 and 27 December 1954 are set out below: 


PERIOD 23 TO 29 DECEMBER 1954 


Non- 
Transvaal: European European 


Johannesburg Municipality 
Pretoria Municipality .. 
Pretoria North .. 
Pretoria P.U.A.H.B. 
Silverton . 
Nylstroom. 

Nelspruit 

Middelburg ‘ 
Roodepoort-Maraisburg 
Randfontein 
Benoni .. 

Boksburg 

Klerksdorp District 


Total for Transvaal . 


oo 
an 


Cape Province: 


Kentani District. . 

Port Elizabeth 

King William’s Town .. 
Venterstad 

Cape Town : 
Divisional Council 
Paarl 


Total for Cape Province 


Natal: 


Durban Municipality 
Pietermaritzburg 
Uvongo .. 

Gilletts 

Karridene 

Hillcrest .. 


Elandskop 
Pinetown 
Umzinto District 
Umlaas 

Winterton District 
Illovo : 


Total for Natal 


Orange Free State: 


Rouxville District — 
Total for O.F.S. 
TOTAL FOR UNION 35 18 


ELI LILLY MEDICAL RESEARCH FELLOWSHIP : (SOUTH AFRICA) 


one year and in addition travelling expenses will be allowed, 
based on a travel budget to be submitted by the Fellow. This 
will cover the cost of travel and incidental expenses from the 
place of residence of the Fellow to the approved place of study 
in the United States of America, as well as the return journey. 
Other things being equal, preference will be given to candidates 
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under 40 years of age. Any medical practitioner registered in 
South Africa will be eligible for this award. There will be no 
discrimination for the award on grounds of race, colour, crezd 
or sex. 

The candidate must submit evidence of his capacity to do original 
research work. The candidate must submit a programme of the 
proposed research. He is advised to submit an alternative scheme 
in case there are difficulties about carrying out the first one. It 
is advisable for the candidate to indicate at what institution he 
proposes to undertake the research and he should also state 


STANDARDIZATION 


Before the Second World War, the Health Organization of the 
League of Nations undertook some preliminary studies towards 
a programme for the standardization of anti-snake-venom sera 
and other antivenenes. 

The World Health Organization is now exploring possibilities 
of untertaking a similar programme in this field of biological 
tandardization. In association with Professor E. Grasset, Director 
of the Institute of Hygiene, University of Geneva, whose con- 
tributions to the study of antivenenes over a period of some 20 
years in South Africa are well known, the Organization is attempt- 
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whether he is in a position to make any arrangements to carry out 
the research at the proposed institution. 

The successful candidate must undertake to return to South 
Africa for a period of at least two years after the termination of 
the award. Applications should be forwarded to reach Dr, 
H. A. Shapiro, Honorary Chairman, Selection Committee, 
Eli Lilly Medical Research Fellowship (South Africa), P.O. Box 
7605, Johannesburg, not later than 15 April 1955. 

They should be concise and accompanied by the names of not 
more than two suitable referees. Testimonials must not be jp- 
cluded. 


OF ANTI-SNAKE-VENOM SERA 


ing to clear the ground for the further studies that will be 

by obtaining information about present methods in production 
centres, both commercial and non-commercial, throughout the 
world. 

A questionnaire has accordingly been sent to a number of these 
centres. Those that have not yet received the questionnaire, 
and are willing to participate in this enquiry, are requested to 
communicate with the Director of the Division of Therapeutic 
Substances, World Health Organization, Geneva, who wil! send 
the questionnaire to them. The co-operation of all antivenene- 
production centres will be greatly appreciated. 


PASSING EVENTS : IN DIE VERBYGAAN 


Union Department of Health Bulletin. 
ended 29 December 1954: 

Plague. Orange Free State: Two (2) Native cases in the Koppies 
area in the Vredefort district. Diagnosis based on clinical grounds 
only. Laboratory confirmation is awaited. 

Smallpox: Nil. 

Typhus Fever. Cape Province: No further cases have been 
reported from the Umtata district since the notification of 25 
November 1954. This area is now regarded as free from infection. 

No further cases have been reported from the Engcobo district 


Report for the 7 days 


BOOK REVIEWS 


INSANITY AND ART 


Insanity, Art and Culture. Francis Reitman, M.D., D.P.M. 
(Pp. 111. 12s. 6d.) Bristol: John Wright & Sons Ltd. 1954. 
Contents: 1. Psychotic Art. 2. Cultural Influences. 3. The Infl ¢ of the Medi 


4. A Psychotic Artist. 5. Psychic Art. 6. Eccentricity and Culture. 7. Conclusions. 
References. Index. 


The author is concerned ‘with the diagnostic value of psychotic 
paintings, in particular whether their symptomatic significance is 
of universal or of relative character’. He does not tackle the aes- 
thetic aspect of the subject. He chose an external observational 
method. Art products in different media, executed by psychotics, 
near-psychotics and normals are compared in different cultures and 
at different levels of artistic skill. Indisputable features (such as 
condensation of human forms to ‘cephalopods’) are selected for 
comparison and the frequency of the occurrence of different indivi- 
dual features in the paintings of persons of different psychotic 
groups is evaluated statistically. 

At least, this would appear to have been the original plan, but in 
most sections the work presented falls well short of this because 
of the very great difficulties of collecting material and controlling 
the observations. For instance, the psychotic appearances in 
painting appear to vary from one mental institution to another 
in the same country. On some aspects Dr. Reitman is able to reach 
tentative conclusions from comparison of small series of cases. 
Elsewhere he illustrates a point by a single life history or reference 
to other writers. Here an annoying defect is that the references to 
many of the workers quoted are omitted from the book. 

On many topics the author goes no further than preliminary 
discussion. Here he mentions the difficulties of testing and ways in 


since the notification of 2 December 1954. This area is now re- 
garded as free from infection. 
Epidemic Diseases in other Countries: 

Plague: Nil. 

Cholera in Calcutta (India); Chalna (Pakistan). 

Smallpox in Karachi (Pakistan); Bombay, Calcutta, Delhi, 
Jodhpur, Kanpur, Lucknow, Madras (India); Moulmein (Burma); 
Phnom-Penh (Cambodia); Phanthiet, Saigon-Cholon (Viet-Nam), 

Typhus Fever in Baghdad (Iraq). 


BOEKRESENSIES 


which convincing inductional results might be obtained. The 
significance of a manifestation of creative mental processes, studied 
objectively in isolation from the man who wields the brush, can 
only be statistical. It appears that a psychotic person can paint 
normal-looking pictures and a normal person can produce un- 
- eames pictures in doodles or at free-expression painting 
classes. 

Dr. Reitman chose a difficult starting point and has not yet got 
far beyond it if judged by his own desiderata of verifiable proposi- 
tions. The style of writing in this book, while not obscure is not 
enjoyable and he does not seem to have fully succeeded in the 
double task of writing for the psychiatrist and the interested — 


WOMAN: MAN’S EQUAL 


Woman : Man's Equal? By Sir Adolphe Abrahams, O.B.E., 
M.D., F.R.C.P. (Pp. 176. 10s. 6d.) London: Christopher 
Johnson Publishers Ltd. 1954. 


Contents: 1. By Way of Introduction. 2. Woman's Intellect and Emotions. 
. Man v. Woman: Change of Sex. 4. Menstruation. 5. ‘Change of Life’. 6. 
Emancipation. 7. Childbirth. 8 Breast Feeding. 9. Woman and Employment: 
Equal Pay for Equal Work. 10. Sex and Homosexuality. 11. Woman as Delin- 
quent and Criminal. 12. Marriage, Kinsey and Divorce. 13. Contraception. 
14. Education: Co-education and Sex Education. 15. Dress. 16. Exercise and 
Athletics. 17. Obesity and Slimming. 


Sir Adolphe Abrahams, O.B.E., M.D., F.R.C.P., Honorary Medical 
Adviser to the British Olympic Athletic Team, has added another 
book to his popular series which should be as successful as the 
previous ones. In his Introduction Sir Adolphe explains this pro- 
vocative title by saying that the mark of interrogation that might 
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suggest the intention of examining her alleged inferiority equally 
implies the possibility of establishing her superiority. In a very 
dear and concise manner and avoiding all sentimentality he 
examines woman’s characteristics and capabilities, and discusses 
all the old clichés about her intellect, her emotions and her physical 
and psychological make-up. He draws from his wide experience of 
athletics, and his chapter on Exercise and Athietics should be read 
by all games mistresses and gym teachers. 

He says the /eit-motif of this book is ‘Woman and Women’ and 
so has added some chapters which, strictly speaking, have no bear- 
ing on the title but which nevertheless complete his picture of 


women. 
E.M.B. 


PARKINSONISM 


Parkinsonism and its Treatment. Edited by Lewis J. Doshay, 
M.D., M.A., Ph.D. (Pp. 152-+-viii, with figures. 24s.) Phila- 


delphia; London; Montreal. J. B. Lippincott Co. 1954. 
Contents: 1. Introduction. 2. A y. 3. Etiology. 4. Pathology. 5. Symptoma- 
tology. 6. Drug Therapy. 7. Physical Therapy. 8. Psychotherapy. 9. Surgical 
Therapy. Index. 


Whatever one may think about the advisability of reprinting articles 
from periodicals and publishing them in book form this particular 
book certainly justifies itself. The articles were originally written 
for general practitioners and are the simplest and most lucid 
summary of our knowledge of Parkinsonism at the present time. 
With 9 separate papers one might expect a fair amount of overlap 
and repetition but this has not occurred, and Dr. Doshay must be 
congratulated on his editing. 

It may seem somewhat invidious to pick out one article for par- 
ticular praise when all are of commendable standard but Denny- 
Brown’s essay on the aetiology of Parkinsonism is of especial merit 
and is not restricted to hackneyed and accepted matters but specu- 
lates over a wide field, as for instance on the relationship between 
cerebral lipoidosis, familial myoclonus, familial tremors and 
Parkinsonism. In this respect Denny-Brown emphasizes the lipoid 
changes in the nerve cells but in the very next article Wolf states 
that it is the reactive glia which show this change. One could point 
out a number of other minor matters over which ore could quibble 
—for instance the statement that familial tremor always begins in 
childhood (p. 77) and the rather over-optimistic views on drug 
therapy, where Doshay is somewhat uncritical and includes, no 
doubt for good measure, the use of vitamins and hormones in the 
treatment of Parkinsonism. 

The chapter on Physical Therapy must be given full marks, if 
only because it draws attention to an aspect of treatment which is 
often overlooked, while the article on Psychotherapy never really 
passes the level of cheerful reassurance and paternalness—but 
again that psychotherapy should be considered at all is of no little 
merit. 

To make use of a cliché, slender though this book is, anyone who 
can find a gap for it on his bookshelf will be well rewarded. 

J.MacW.MacG. 


REMINISCENCES 


Goodbye Harley Street. By R. Scott Stevenson. (Pp. 224. 15/-.) 
London: Christopher Johnson Publishers Ltd. 1954. 


Contents: 1. Goodbye Harley Street. 2. 1 Remember I Remember. 3. Old Edin- 

Days. 4. The Young Doctor. 5. British Medical Journalism. 6. Paris in 
the Autumn. 7. See America Next. 8. National Health and Socialized Medicine. 
9. Death of a Hospital. 10. Overcoming Deafness. 11. The Deaf Child. 12. Envoy. 


With the skill of an artist who by a few pencil strokes can produce 
a pleasing picture the versatile author in a series of short and 
interesting autobiographical sketches vividly recalls events which, 
and personalities who, in this century have contributed to the 
advancement of medicine, including some of its sociological aspects 
in Britain. Having been on the editorial staff of the British Medical 
Journal and other journals Dr. Stevenson’s synoptic chapters on 
the history of medical journalism are of special interest. So are 
his informative and up-to-date sections on hearingaids and the 
education of congenitally deaf children. His impressions on the 
controversial National Health Service in Britain give food for 


ght. 
The book is well got up and is written in pleasing and easy style. 


S.A. TYDSKRIF VIR GENEESKUNDE 


Prospective readers, both medical and non-medical, who are seeking 
an enjoyable relaxant should not be deterred by the nostalgic title 
of this very readable book, written in retirement by an eminent 
ear, nose and throat specialist, who graduated in Edinburgh and 
practised in London. uwD 


METHYLTHIOURACIL BY HIPERTIREOSE 


De Werking Van Methylthiouracil en Jodium Bij Thyreotoxicose. 
Dr. H. Wouters. (Pp. 239, met 21 illustrasies. f1. 10.50). 
Assen: Van Gorcum & Comp. N.V. 


In hierdie goed gedokumenteerde monografie, wat blykbaar vroeér 
as proefskrif voorgelé is, word gepoog om uit eie kliniese ervaring 
tot helderheid en *n standpunt te kom oor die medikamenteuse 
behandeling van die hipertireose (thyreotoxicose). 

Benader uit die internistiese standpunt word ten eerste gesorg 
vir helderheid t.o.v. terminologie. Veral waar eie name aan beskry- 
wings van siektebeelde gekoppel geraak het, is dit goed om weereens 
deur aanhalings uit die oorspronklike artikels van Graves, von 
Basedow en Plummer ’n beter perspektief oor die juister toepassing 
van hierdie eponieme te verkry. : 

Langs ‘n noukeurige omskrywing van die kliniese diagnose en 
laboratoriumproewe word duidelik gestel wat met hipertireose 
bedoel word. 

Die bespreking van die literatuur oor medikamenteuse behande- 
ling is deeglik, veral vir die Amerikaanse gebied, maar skiet te kort 
wat Europese bronne betref. Die tekortkoming in die kliniese 
materiaal, wat beperk is tot 19 gevalle, word deels vergoed deur 
deeglike analise en opvolging oor etlike jare sodat met oortuiging 
oor die eindresultate gepraat kan word. Die skrywer bevind dat 
die toevoeging van jodium by antitireoid-middels geen waarneem- 
bare voordeel meebring nie, soms selfs verwikkelinge kan laat ont- 
staan. Ruim die helfte van sy klein reeks het op medikamenteuse 
behandeling duursaam genees. 

Hierdie studie is "n welkome aanwins wat met ’n groter reeks 
pasiénte baie in waarde kon gewen het. Met groter saaklikheid en 
uitvoeriger gebruik van grafieke of tabelle sou dit ook or 


CALCIUM 


Calcium (Pp. 132). 


Basle: Sandoz Ltd. 1952. 


Contents: 1. Historical review. 2. Physiological importance of calcium. 3. 
Pharmacology of calcium. 4. Calcium therapy A. R tion B. Trans- 
mineralization. 5. Bibliograhpy. 6. Index. 


Much has been written and continues to be written about calcium. 
An enormous literature deals with the experimental and clinical 
investigations on this element. This monograph, which is available 
on request from Sandoz and its agencies, provides a useful concise 
review of calcium metabolism and pharmacology, and has much of 
interest for the physician. The indications for wise therapy with 
intravenous injections of calcium are shown. Many unsolved 
problems are brought to the reader’s notice. The bibliography is 
most extensive. 


LUMBAGO AND SCIATICA 


Low Back Pain and Sciatica. By Louis T. Palumbo, M.D. (Pp. 
104. 24s.) Philadelphia; London; Montreal: J. B. Lippincott 
Company. 1954. 
Contents: 1. Introduction. 2. Basic Anatomic Considerations.3. Etiologic Factors. 
4. Establishment of Diagnosis. 5. Examination and Diagnosis. 6. Intervertebral 


Disks. 7. Special Studies. 8. Treatment. 9. Conservative Treatment. 10. S 
Treatment. 11. Summary. Bibliography. Index. 


This is a pocket-size monograph of 100 pages and contains 34 
illustrations of X-ray pictures and exercises. It concludes with a 
bibliography of 122 references. 

The author has written this book for the general practitioner who, 
as he points out, is responsible for the management of 90% of 
cases of low back pain and sciatica. Differential diagnosis 1s 
covered fully, and treatment, including exercises, is given in detail. 
There is a refreshing absence of new theories. Sequence is at times 
loose and disjointed, and there is a good deal of repetition. How- 
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ever, the general theme of the lumbar-disc lesion as the villain of 
the piece, and the importance of conservative treatment, are in 
fair agreement with recent opinion and practice. 

This small book is a useful précis of current practice in the 
management of low back pain. ISA 


SEX PHYSIOLOGY FOR MARRIED WOMEN 


Having a Baby. By J. F. Robinson, M.B., Ch.B. (Pp. 92, with 
23 figures. 6s. 6d.) Edinburgh and London: E. &. S Livingstone 
Limited. 1954, 


Contents: 1. Anatomy in Relation to Childbirth. 2. The Menstrual Cycle and 
Fertilization of the Ovum. 3. Contraception. 4. Sterility. 5. The Beginning of 
Hay ee and Antenatal Care. 6. Exercises During Pregnancy. 7. Relaxation 
in Pregnancy and Labour. 8. Growth and Development of a Baby. 9. Labour. 


10. Twilight Sleep and Analgesia in Labour. 11. ‘Lying-in’ or Post-Natal Period. 
12. Baby. Index. 


This is a book written for young married couples, giving sound 
advice on sex physiology. It explains clearly and with numerous 
diagrams the anatomy and physiology of the female generative 
organs, ovulation, fertilization and the development of the ovum 
and foetus. 

The principles and practice of contraception are clearly explained, 
and the problems of sterility are discussed. 

There is a chapter on hygiene and diet during pregnancy. includ- 
ing advice on preparations for the confinement. Pre-natal exercises 
and relaxation are described and the advice given would form a use- 
ful background to relaxation classes. The stages of labour are 
described, and the importance of relaxation explained. The final 
chapter stresses the importance of breast feeding. 

Although written for parents, this book contains much helpful 
material, both in the way of facts and of their manner of presenta- 
tion to patients, which would be of great use to students, junior 
practitioners and nurses who are interested in ante-natal care. : 


INFANT FEEDING 


Notes on Infant Feeding. By Stanley Graham, M.D., F.R.C.P. 
(Ed.), F.R.F.P.S.(Glas.) and Robert A. Shanks, M.D., M.R.C.P. 
(Lond.), F.R.F.P.S.(Glas.). Fourth Edition. (Pp. 74. 4s. 6d.) 
Edinburgh and London: E. & S. Livingstone Limited. 1954. 


Contents: 1. Introduction. 2. Breast Feeding. 3. Artificial Feeding. 4. The 
Premature Failure to Thrive. 6. Diarrhoea and Vomiting. 
xi. dix . index, 


PP 


This booklet was compiled for the use of students, and follows the 
principles of infant feeding used at the Royal Hospital for Sick 
Children, Glasgow. 

The first section deals with breast feeding, its advantages and 
contra-indication. There is a useful section on the physiology of 
lactation and care of the breasts. Difficulties in breast feeding are 
well described, with appropriate remedies. 

Only one system of artificial feeding is described, namely the 
use of whole milk, fresh or dried, commencing with half-cream 
milk. The quantities are calculated on the caloric requirements 
of the infant, elaborate directions being given to estimate the 
requirements of an underweight infant. 

No mention is made of dietetic difficulties, although a chapter is 
devoted to gastro-enteritis. 

As a guide to students, this booklet, while providing useful hints 
on breast feeding, does not deal very helpfully with the details and 
difficulties of artificial feeding. 


LR. 
MYCOLOGY 


Précis de Mycologie. By M. Langeron, revised by R. Van- 
breuseghem. (Pp. 703+-viii. 4,800 Fr.) Second Edition. Paris: 
Masson et Cie. 


Contents: First Part: General Mycology. 1. Fungi and Protista. 2. General 
Characteristics and Systematics of Fungi. 3. General Morphology of Fungi; 
Vegetative Organs. 4. The Anastomoses. 5. The Cytoplasmic Currents. 6. Organs 
of Reproduction and Propagation. 7. Liberation and Dispersion of the Spores. 
8. General Principles of Mycology. 9%. Sex in Fungi. Second Part: Techniques. 
10. Technique in the Study of Fungi. Third Part: Medical Mycology. 11. Actino- 
mycoses. 12. Aspergillosis. 13. North American Blastomycosis. 14. South Ameri- 
can Blastomycosis. 15, Cephalosporiosis. 16. Chromoblastomysis. 17. Cocci- 
diodomycosis. 18. The Dermatomycoses. 19. Haplomycosis, 20. Histoplasmosis. 
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21. Diseases Caused by Yeasts (Moniliasis and Torulosis). 22. The Mycetomas, 
23. White Piedra. 24. Black Piedra. 25. Pityriasis Versicolor. 26. Rhinospori- 
diosis. 27. Sporotrichosis. 


It is unfortunately true that most pathologists and technicians.who 
are obliged to deal with pathogenic fungi are ignorant of the general 
principles of mycology, and even of the terminology used to 
describe the different types of spores, etc. Their knowledge of the 
techniques employed is confined to a few simple methods and to 
2 or 3 standard media. 

All the text-books on medical mycology seen by the reviewer 
devote relatively little space to these topics. In this book, however, 
363 pages are given to general principles of mycology, and 84 
to technique. The section on medical mycology is nevertheless not 
skimped. There are 222 pages in which all the mycoses are fully 
described. Each disease is dealt with under the following headings— 
history, etiology, geographical distribution, symptomatology, 
histopathology, serology and allergic reactions, differential diag- 
nosis, mycology, taxonomy, animal inoculations, treatment, 
prophylaxis, prognosis and bibliography. 

This book, written in French, will prove invaluable to all who 
have to deal with the laboratory aspect of medical mycology and 
very useful to the clinician who occasionally encounters a fungal 
disease. If any fault is to be found it is the dearth of photographs 
and illustrations in the third part. aie 


DERMATOLOGY 


Diseases of the Skin. By G. C. Andrews, M.D., F.A.C.P. (Pp, 
877 with 777 illustrations. Fourth Edition. $13.00.) Philadelphia 
and London: W. B. Saunders Company. 1954. 


Contents: 1. General yoy Pathology. 2. Symptomatology and General 
Diagnosis. 3. Roentgen Ray Physics Applied in Dermatology. 4. Roentgen Ray 
Therapy. 5. Radium Therapy. 6. Surgical Diathermy. 7. Dermatoses due to 
Physical Causes. 8. Pruritis and Cutaneous Neuroses. 9. Contact Dermatitis— 
Eczema—A Topic Dermatitis. 10. Erythema and Urticaria. 11. Seborrheic 
Dermatitis and Psoriasis. 12. Parapsoriasis, Pityriasis Rosea, Pityriasis Rubra 
Pilaris. 13. Lichen Planus. 14. Acne Vulgaris. 15. Miscellaneous Pyogenic 
Infections. 16. Diseases due to Fungi. 17. Tuberculosis Cutis. 18. Leprosy and 
Other Diseases due to Bacilli. 19. Syphilis, Yaws and Pinta. 20. Diseases due to 
Animal Parasites. 21. Some Virus and Rickettsial Diseases. 22. Pemphigus and 
Dermatitis Herpetiformis. 23. Deficiency Diseases. 24. Collagen Diseases— 
Collagenoses. 25. Miscellaneous Mucinoses and Scleroses. 26. Diseases of 
Subcutaneous Fat. 27. Endocrine Diseases, Hypertrophies, Atrophies. 28. 
Cutaneous Infiltrations by Products of Metabolism. 29. Some Diseases of Con- 
genital Origin. 30. Dermal Tumors. 31. Epidermal Tumors. 32. Pigmented Nevi 
and Melanomas. 33. Leukemia, Lymphoma and Mycosis Fungoides. 34. Diseases 
of the Skin Appendages. 35. Diseases of the Mucous Membranes. 36. Diseases 
of the Cutaneous Blood Vessels. 37. Disturbances of Pigmentation. 38. Tropical 
Diseases of the Skin. Index. 


Andrews’ Diseases of the Skin is one of the standard American 
text-books and is notable for precise and clear clinical descriptions. 
This 4th edition follows the pattern of its predecessors but has been 
carefully revised and expanded. 

Many new diseases and syndromes have been added and more 
space, though perhaps not always enough, devoted to histology. 
Suggestions for treatment are orthodox and up-to-date but at times 
rather terse; a little discussion of the physiological and pharma- 
cological bases for the more recent additions to dermatological 
therapy would not have been redundant. 

A similar criticism could be offered in the case of some diseases 
of disputed origin. In a book of this size one expects some argument 
over the different theories; Professor Andrews does not argue much. 

The illustrations are apt, the index is good and printing and 
binding excellent. This is a book that can, without reservations, be 
recommended as a work of reference for the general practitioner 
with a taste for dermatology. 1M 


PAEDIATRICS FOR THE PRACTITIONER 
Paediatrics for the Practitioner, Vol. I]. Edited by Wilfred 
Gaisford, M.D., M.Sc., F.R.C.P. and Reginald Lightwood, 
M.D., F.R.C.P., D.P.H. (Pp. 533-+-ix, with 148 illustrations. 
£13 10s. Od. for set of 3 volumes). London: Butterworth & Co. 
(Publishers) Limited. South African office: Butterworth & Co. 
(Africa) Limited, Durban. 1954. 


Contents: Part XI. Metabolic and Endocrine Disorders, Including Obesity. 50 
Disorders of Storage. 51. Obesity. 52. Pituitary Gland. 53. Diseases of the 
Adrenal Glands. 54. Diseases of the Thyroid Gland and Thymus. 55. Disease 


of Parathyroid Glands. 56. Disease of the Sex Glands. 57. Diabetes Mellitus and 
Hypoglycaemia. 
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Part XII. Diseases of the Alimentary Tract. 58. Mouth and Teeth. 59. Cleft 

Lips and —. te Diseases of the Alimentary Tract. 61. Intestinal Parasites. 
Gastro-Enteri 

Saat XU. The L Liver. 63. Diseases of the Liver and Bile Passages, Including 


Part XIV. Steatorrhoea, Coeliac Disease and Diseases of the Pancreas. 64. 
Steatorrhoea, Coeliac Disease, Diseases of the Pancreas, Fibrocystic Disease of 
the 

Part XV. Upper Respiratory System and Ear. 65. Disorders of the Upper 
Respiratory System—Nose, Sinuses and Larynx. 66. The Ear in Childhood. 
61. The Child with Defective Hearing. 68. Congenital Disorders and Mal- 
formations. 69. Foreign Bodies 

Part XVI. Lower Respiratory System. 70. Diseases of the Bronchi, Lungs and 


Part XVII, Tuberculosis. 71. Tuberculosis. 

Part XVIII. Genito-Urinary System. 72. General Symptomatology: Examination 
of the Urine. 73. Special Examinations. 74. Congenital Malformations. 
Disorders of the Kidney. 76. Crystalluria Including Cystine Disease. 77. Urinary 
Infections. 78. Disorders of the Bladder. 79. Neoplasms. 80. Male and Female 
Genital Disorders, Including Vulvovaginitis. 

Part X1X. Psychological and Mental Disorders. 81. Mental Retardation. 
82. Psychological Disturbances in Childhocd. 84. Psychological Problems in 
Puberty and Early Adolescence. 84. Psychoses. 85. The Approach to the Parents. 
Index. 


This volume, the second of a series designed expressly for the general 
practitioner, fulfils the promise of its predecessor. The balance 
between the amount of space given to common illnesses and that 
devoted to rare diseases is, in this reviewer’s opinion, excellent and 
the information supplied is what would ordinarily be required for 
the proper handling of a child suffering from one of the abnorma- 
lities under consideration. 

Particular mention should be made of the sections on Diseases of 
the Upper Respiratory System and Ear, and on Psychological 
Disorders. Contrary to custom the former section has about a 
hundred pages and the latter only fifty, which is probably an 
appropriate apportionment of their occurrence and, therefore, 
importance in the general practitioner's activities. Both are ob- 
viously written by men in close contact with the practical side of 
their subjects and should be very helpful. These remarks are not to 
be interpreted as casting any slight on the other contributors, who 
have obviously been hobbled or allowed to run free in their respec- 
tive pastures by editorial decree. 

The proof reading has turned a blind eye on some words, here 
and there, and the indexing, though mainly excellent, has some 
flaws, e.g. intestinal haemorrhage cannot be found as such, nor 
as melaena but is listed as rectal bleeding. This is unfortunate since 
the reference gives what the man-in-a-hurry would wish, a list of 
the causes that he must consider. The tables and photographs are 
good. A little more explanation of the X-ray pictures would have 
been helpful for those not in close contact with such things, but the 
criticisms in this paragraph are of blemishes, not blunders, in a very 
nseful production. ess 


OPERATIVE SURGERY FOR NURSES 


Demonstrations of Operative Surgery. By Hamilton Bailey, 
F.R.C.S., F.A.C.S., F.1C.S., F.R.S.E. Second Edition. (Pp. 
387+xii, with illustrations. 24s.) Edinburgh: E. & S. Living- 
stone Ltd. 


Contents: 1. General eyo 2. Examination of Body Cavities with Special 
Muminnted Instr inal Operations. 4. Genito-Urinary Opera- 
tions. Rectal nelly 6. Gynaecological Operations and Procedures. 


1. The PS... and the Breast. 8. Head and Neck. 9. Operations on the Nervous 
. 10. Operations on the Limbs. 11. Operations appertaining to the 
Departments. Index. 


This book is beautifully and liberally illustrated, as Mr. Hamilton 
Bailey's works usually are. The pictures are well chosen and 
even just browsing through them helps to explain the subject. It 
should be an ideal book for teaching nurses; most of the chapters 
are self-contained and are presented as a demonstration would be 
given in the operating theatre. A number of the contributors are 
outstanding surgeons and describe their own particular subjects, 
eg. Gabriel, Terrence Millin, Hermon Taylor and Tanner. 

It should make a good introductory book for medical students 
starting their clinical years but is too elementary for senior students, 
postgraduates and general practitioners. 

One or two points call for comment: e.g. the use of the gall- 
bladder rest in cholecystectomy, which I think has been discon- 
tinued by most surgeons because the hyperextended position 
causes much post-operative pain. The chapter on intussusception 
is a poor one; it stresses the use of enemata as a preliminary 


treatment in this ccondition, which is extremely controversial 
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and is by no means universally accepted. To present it in a book 
of this nature may cause confusion. 

Generally the book is of a high standard and most of the pro- 
cedures (of which all the standard ones are described) are described 
with sufficient data to make the student nurse understand what is 
happening in the operation. - 


OPERATIVE SURGICAL UROLOGY 


A Handbook of Operative Surgery, Surgical Urology. By R. H. 
Flocks, M.D. and David Culp, M.D. (Pp. 392, with 118 illus- 


trations. $9-75.) Chicago: The Year Book Publishers Inc. 
1954. 
Contents: Section I. The Kidney. 1. Anatomy and Physiology of the Kidney. 


2. Surgical Approach to the Kidney. 3. Renal and Pararenal Surgery. 4. Sur- 
gical Treatment of Conditions of the Kidney. Section I]. The Ureter. 5. Anatomy 
and Physiology of the Ureter. 6. Surgical Access to the Ureter. 7. Surgical Pro- 
cedures of the Ureter. 8. Surgical Treatment of Conditions of the Ureter. Sec- 
tion Ill. The Bladder. 9. Anatomy and Physiology of the Bladder. 10. Surgical 
Access to the Bladder. 11. Open Surgical Procedures on the Bladder. 12. Surgical 
Treatment of Conditions of the Bladder. Section 1V. The Prostate. 13. Anatomy 
and Physiology of the Prostate. 14. Surgical Access to the Prostate. 15. Pro- 
statectomy. 16. Surgical Treatment of Conditions of the Prostate. Section V. 
The Urethra. 17. Anatomy of the Urethra. 18. Surgical Approach to the Urethra. 
19. Surgery of the Urethra. Section VI. The Penis. 20. Anatomy of the Penis. 
21. Surgery of the Penis. Section VII. The Scrotum. 22. Anatomy of the Scrotum. 
23. Surgery of the Scrotum. 24. Surgery of the Scrotal Contents (excluding the 
testis). Section VIII. The Testis. 25. Anatomy and Physiology of the Testis. 
26. Surgery of the Testis. Section IX. The Epididymis and Vas Deferens. 27. The 
Epididmysis. 28. The Vas Deferens. Section X. Transurethral Surgery. 29. 
Transurethral Prostatic Resection. 30. Other Transurethral Procedures. Index. 


In the foreword the authors state that their object is to give an 
account of the surgical anatomy of the urinary tract and describe 
the operations of urology. Indications for operation, diagnostic 
procedures and pre- and post-operative treatment are omitted. 
The authors, however, do stress that an operation is merely an 
incident in the management of a case and that clinica! judgment 
and pre-operative preparation are probably almost as important 
as the operation itself. They urge that this information be ob- 
tainable from other sources. By limiting the text to the surgical 
anatomy and the operations, virtually all the operative procedures 
of urology have been included in a book of ‘handbook’ size. 
The operations are clearly and concisely described and the numer- 
ous line-drawing illustrations are excellent. The relevant text 
always faces the appropriate illustrations, a fact which makes for 
easy reading. The authors and publishers are to be congratulated 
on the high standard of their production and also for filling a 
definite gap in the urological literature. This book can be highly 
recommended to any surgeon who has to deal with urological 
problems and it should be most useful to those studying for higher 
surgical examinations. 

D.R.B. 


INTERNATIONAL CONGRESS OF HEMATOLOGY 


Proceedings of the Fourth International Congress of the Inter- 
national Society of Hematology, Argentina, 20-27 September 
1952. Edited by F. Jimenez de Asua, William Dameshek and 
Sol Haberman. (Pp. 473+xii, with illustrations. $10 -00.) 
New York: Grune & Stratton. 1954. 


Contents: 1. Neuroendocrinologic Regulation of Hematopoiesis and Hemostasis. 
2. Histochemistry and Cellular Ultrastructure. 3. Etiology and Treatment of 
the Leukemias. 4. Manifestations of Radioactivity on Hematopoietic Organs 
and Hemostasis. 5. Polycythemia. 6. Diagnosis of Hemolytic Disease; Treatment 
of Hemolytic Disease of the Newborn; Relationship of Immunology to Hema- 
tology. 7. Hemorrhagic Disturbances. 8. Miscellaneous. Index. 


This Congress was held in September 1952 in the Argentine and 
considering the difficulties of travel it appears to have been fairly 
well attended. As might be anticipated, Latin American delegates 
were much in evidence and many of the contributions came from 
them. As is usual at these congresses there were a number of 
principal addresses and most of these are reproduced at length. 
They form by far the best part of this book and are in themselves 
a valuable addition to the literature, since they will probably not 
be published in as much detail elsewhere. Notable contributors 
to this section include Houssay, Moeschlin, Rachmilewitz, Oliver 
P. Jones, Di Guglielmo, Hurtado, Witebsky, Race and Owren. 
While no startling new discoveries are reported a good standard 
has been maintained. The rest of the book is of doubtful value 
because it consists of very brief abstracts. 
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Much of the book is written in Spanish, which detracts from its 
value in English-speaking areas; the short English summaries do 
not adequately compensate. Nevertheless, since English-speaking 
workers are usually inadequately informed of the medical literature 
in Spanish, this type of volume deserves encouragement and this 
book should find a place on the shelves of all medical ee i 


THOUGHT AND TEACHING IN CLINICAL MEDICINE 


Clinical Medicine: Some Principles of Thinking, Learning and 

Teaching. By R. D. Lawrence, M.A., M.D. (Aberdeen), F.R.C.P. 

— 7s. 6d.) London: H. K. Lewis & Co. Limited. 
Contents: 1. The Scope and Difficulties of the Problem. 2. An Analysis of Think- 
ing Processes. 3. Diagnosis. 4. The inning of Clinical Studies. 5. Learning 
and Teaching. 6. Postgraduate Education. 7. Art and Science. Appendix: 
Some Practical Suggestions for Change. 


This is a concise work dealing with some problems of education, 
learning and teaching in medicine. The author has succeeded in 
covering a wide and problematical terrain quite exhaustively. 
The chapters on thought processes and their interaction in diag- 
nosis are both interesting and stimulating. A scheme is described 
by which a systematic approach may be made to clinical problems. 
This system is by no means original but most practitioners will 
derive benefit from a careful study of it. 

One has to admit, however, that the most striking part of this 
work is that dealing with the teaching of medicine. This honest 
criticism of teachers at medical schools deserves the careful perusal 
of all those who have any contact with medical students as teachers 
or any aspirations to teaching positions. The author puts forward 
a few practical suggestions for improving the standard of the 
teaching of medicine. Some of these may with considerable 
advantage be applied in some of our own medical schools. 

It will be a great day for medical students in their clinical years 
when one can declare with the author, ‘I am glad to say that 
compulsory courses of academic lectures in clinical medicine 
have nearly died out’. 

J. C. de V. 


CORRESPONDENCE 
TWO CASES OF RUPTURED UTERUS 


To the Editor: Mr. James Miller,’ in your issue of 18 December, 
has given us a most interesting description of two unusual cases of 
rupture of the uterus. My own interest centres upon the con- 
clusions which the author draws from his experience with the 
second patient, in whom the uterine rupture was posterior. 

He advises us, in common with Gordon ef ai/.,? that ‘as a pro- 
phylaxis against rupture of the uterus in a case with (1) previous 
forceps delivery and (2) scarring of the cervix in the presence of 
(3) cephalo-pelvic disproportion of minor degree, an elective 
lower-segment Caesarean section would be the method of delivery 
of choice’. (The figures in brackets have been added to the quota- 
tion.) 

May I discuss these indications in brief? If we first consider 
items (1) and (2) we cannot fail to be impressed with their common- 
place nature. A history of (1) ‘a previous forceps delivery’ will 
probably be forthcoming in more than 5°% of multiparae seen in 
private practice, and (2) ‘scarring of the cervix’ is a normal finding 
in over 90° of multiparae. It is still more common among patients 
who have had a previous forceps delivery. Finally, the prediction 
of (3) ‘cephalo-pelvic disproportion of a minor degree’ is proved 
incorrect with such frequency—even under ideal conditions—that 
we should beware of accepting it as a stable foot of the tripod 
upon which Mr. Miller supports his recommendations. 

It is apparent that acceptance of these recommendations would 
lead to a pronounced increase in the elective Caesarean section 
rate among multiparae. For this reason it is important to be 
certain of the soundness of the premises for argument, and close 
scruitiny of the case in question is therefore desirable. 

Two observations emerge from this. Firstly, it would appear 
that an abnormal presentation was not excluded with certainty. 
Secondly, the vital fact is recorded that—preceding rupture of 
the uterus—uterine contraction was ‘continuous’ for 15 minutes, 
at the end of a powerful second stage lasting 45 minutes. 
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AIR DISINFECTION WITH ULTRA-VIOLET RAYS 


Air Disinfection with Ultra-violet Irradiation: Its Effect on 
Illness Amongst School-children. By the Air Hygiene Com- 
mittee. Medical Research Council Special Report Series No, 
283. (Pp. 88+ viii, with illustrations and plates. 7s.) London: 
Her Majesty’s Stationery Office. 1954. 
Contents: Part I. General Account of Investigation. 1. Organization. 2. R, 
3. Discussion. Part II. Details of Technical Methods Used in the Investigation, 
with some Additional Results. 4. Recording of Illness. 5. Measurements of Ultra- 
violet Radiation. 6. Methods Used in Environmental Studies in Classrooms, 


7. Additional Bacteriological Results. Summary. Appendices. References. 


The report deals with an investigation of the value of ultra-violet 
irradiation of the air in schoolrooms for the purpose of preventing 
the spread of airborne diseases. 

The classrooms of 3 schools were equipped with ultra-violet 
lamps to irradiate the air in the upper part of the rooms. Three 
similar schools were observed as non-irradiated controls. 

The investigation covered a period of 3 years, during which 
period daily visits were made to a random sample of classrooms 
in order to determine the temperature, humidity, ventilation rate 
and bacterial content of the air. 

The bacterial count of the air was found to be about 16% 
lower in the irradiated than in the control schools. The count of 
Str. salivarius, which was considered as giving an indication of 
the mouth pollution of the air, was reduced by as much as 70%. 
bo count of haemolytic streptococci was reduced by about 

Detailed records were kept of the causes of absence of pupils. 
It was found that there was little difference in the total sickness- 
absence recorded in the irradiated and control schools, though it 
appeared probable that irradiation did reduce the absences due to 
certain diseases, a list of which is given, by from 15 to 45°,. 

The Committee comes to the conclusion that their results do 
not justify the use of irradiation in schools as a means for con- 
trolling the spread of infectious diseases. 

One feels that this report will be of interest only to those who 
are engaged in research work of a similar nature. 

L.v.D.C. 
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In the light of these findings, I submit that the consequence to 
expect from uterine contractions of this nature is a dead baby; 
the expectation with regard to uterine integrity, however, will be 
more dependent upon circumstance and fortune. I suggest, 
therefore, that we forget the suggestion of a more frequent recourse 
to elective Caesarean section in multiparae and that we give 
preference to these two cardinal lesions: 

contractions and spasms of the uterus are danger- 
ous, an 

2. They require prompt treatment. 

In conclusion we are told that a ‘total’ hysterectomy was per- 
formed. Surely it would be more accurate to employ the term 
‘sub-total’ hysterectomy, because later it is stated that ‘a portion 
of the lower segment anteriorly was used as a flap to join the 
vault of the vagina’? It might be argued that such criticism attaches 
nonsensical importance to minutiae. This is not so, however, 
for I have treated two patients who developed carcinoma in the 
small remaining portion of cervix (one 5 years and the other 8 
years) after a similar ‘total’ hysterectomy. For these patients 
the term ‘total hysterectomy’ was less an innocuous half-truth 
than a painful whole lie. 

Although my dominant sentiments are those of congratulation 
to Mr. Miller on the successful treatment of these patients, it has 
nevertheless been necessary to stress that the great value of experi- 
ence lies not within itself but in the lessons which we can all learn 
from it. 

Derk Crichton 
Professor of Gynaecology and Obstetrics 
Durban Medical Schaol 
Umbilo Rd., Durban 
28 Desember 1954 


1. Miller, J. (1954): S. Afr. Med. J., 28, 1080. 
2. Gordon, C. A., Rosenthal, A. M. and O’Leary, J. L. (1950): 


Amer. J. Surg., 78, 261. 
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